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The Iowa Administrative Code Supplement is published biweekly pursuant to Iowa Code
section 17A.6. The Supplement contains replacement chapters to be inserted in the loose-leaf Iowa
Administrative Code (IAC) according to instructions included with each Supplement. The replacement
chapters incorporate rule changes which have been adopted by the agencies and filed with the
Administrative Rules Coordinator as provided in lowa Code sections 7.17 and 17A.4 to 17A.6. To
determine the specific changes in the rules, refer to the lowa Administrative Bulletin bearing the same
publication date.

In addition to the changes adopted by agencies, the replacement chapters may reflect objection to a
rule or a portion of a rule filed by the Administrative Rules Review Committee (ARRC), the Governor,
or the Attorney General pursuant to lowa Code section 17A.4(6); an effective date delay imposed by
the ARRC pursuant to section 17A.4(7) or 17A.8(9); rescission of a rule by the Governor pursuant to
section 17A.4(8); or nullification of a rule by the General Assembly pursuant to Article 111, section 40,
of the Constitution of the State of lowa.

The Supplement may also contain replacement pages for the IAC Index or the Uniform Rules on
Agency Procedure.
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INSTRUCTIONS
FOR UPDATING THE

IOWA ADMINISTRATIVE CODE

Agency names and numbers in bold below correspond to the divider tabs in the IAC binders. New
and replacement chapters included in this Supplement are listed below. Carefully remove and insert
chapters accordingly.

Editor's telephone (515)281-3355 or (515)242-6873

Aging, Department on[17]
Replace Analysis
Replace Chapter 1
Replace Chapters 5 and 6
Replace Chapter 8
Replace Chapter 9 with Reserved Chapter 9
Replace Chapter 23

Iowa Finance Authority[265]

Replace Analysis
Replace Chapter 41

Human Services Department[441]
Replace Chapter 79
Replace Chapter 156
Replace Chapter 170

Homeland Security and Emergency Management Department[605]
Replace Analysis
Replace Chapter 10

Transportation Department|[761]
Replace Analysis
Replace Chapter 122 with Reserved Chapter 122

Labor Services Division[875]
Replace Chapter 10
Replace Chapter 26

Workers’ Compensation Division[876]
Replace Chapter 8
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Delay: Effective date (June 24, 1987) of Chapters 1 to 18 delayed 70 days pursuant to lowa Code section 17A.4(5) by the
Administrative Rules Review Committee at their June 9, 1987, meeting.
[Prior to 1/27/10, see Elder Affairs Department[321]]
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CHAPTER 1

INTRODUCTION, ABBREVIATIONS AND DEFINITIONS
[Prior to 5/20/87, see Aging, Commission on the[20] Ch 1]
[Prior to 1/27/10, see Elder Affairs Department[321] Ch 1]

17—1.1(231) Authority and purpose. The rules of the lowa department on aging are based on the
authority of lowa Code chapters 231, 231E, 235B and 249H. These rules prescribe requirements:

1. That agencies shall meet to receive grants under the Older Americans Act and other funds
administered through the lowa department on aging;

2. Forplanning, administration and service delivery for the department as well as the area agencies
on aging;

3. Of the department’s fiscal policy;

4. To request waivers or variances from administrative rules;

5. For monitoring, complaint investigation and penalties for programs under the department’s
jurisdiction; and

6. For operation, administration and planning of the long-term care resident’s advocate/
ombudsman office and other entities under the department’s purview which assist in ensuring quality

care and protection of lowa’s older individuals.
[ARC 8489B, IAB 1/27/10, effective 1/7/10]

17—1.2(231) Other regulations and order of precedence. These agency rules are based on the
following federal and state regulations that are listed in the order of precedence which shall prevail in
the event of conflicting or inconsistent requirements:

1. Older Americans Act of 1965.

2. Code of Federal Regulations, 5 CFR 900, Subpart F, August 14, 1979; 7 CFR 250, January 9,
1985; 28 CFR 89, March 2, 1976; 45 CFR Parts: 74, June 7, 1981; 80, December 4, 1964; 81, November
7, 1971; 84, May 4, 1977; 90, June 12, 1979; and 1321, April 1, 1985.

3. Federal Administration on Aging policy issuances and administration on aging program
instructions.

4. Iowa Code chapter 231 and other lowa Code chapters as given in 17—1.1(231) and other
chapters as determined by the lowa legislature.

5. Administrative rules published in the lowa Administrative Code, promulgated under agency

number 17.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 1532C, IAB 7/9/14, effective 8/13/14]

17—1.3(231) Applicability. The rules set forth in the chapters under the jurisdiction of the department
on aging apply to all grants awarded to any recipient through the department and to any entities
regulated by the department. Compliance with these rules shall be mandatory, unless a waiver is granted

in accordance with the procedure in 17—Chapter 11.
[ARC 8489B, IAB 1/27/10, effective 1/7/10]

17—1.4(231) Abbreviations. Abbreviations used in rules under agency number 17 are as given below
unless defined and used differently in various chapters under the department’s jurisdiction:

“4AA” means Area Agency on Aging, singular or plural dependent on context.

“A0OA” means the Administration on Aging, the federal agency established to administer the
provisions of the Act.

“CFR” means the Code of Federal Regulations.

“CMPFE” means the case management program for the frail elderly as provided in lowa Code
section 231.23A.

“DIA” means the department of inspections and appeals established in lowa Code chapter 10A.

“IADL” means instrumental activities of daily living.

“IDA” means the Iowa department on aging established in lowa Code chapter 231.


https://www.legis.iowa.gov/docs/ico/chapter/231.pdf
https://www.legis.iowa.gov/docs/ico/chapter/231E.pdf
https://www.legis.iowa.gov/docs/ico/chapter/235B.pdf
https://www.legis.iowa.gov/docs/ico/chapter/249H.pdf
https://www.legis.iowa.gov/docs/ico/section/231.23A.pdf
https://www.legis.iowa.gov/docs/ico/chapter/10A.pdf
https://www.legis.iowa.gov/docs/ico/chapter/231.pdf
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“NAPIS” means the National Aging Program Information System, the data collection and
assimilating process used for preparation of the annual uniform state performance report under the
OAA.

“OAA” means the Older Americans Act.

“RDA/AI” means recommended daily allowances/adequate intakes for purposes of nutrition

standards.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 1532C, IAB 7/9/14, effective 8/13/14]

17—1.5(231) Definitions. Words and phrases used in rules under agency number 17 are defined as below
unless defined and used differently in the various chapters under the department’s jurisdiction. The
appearance of an acronym after a defined term indicates that the definition was taken from that source.

“Access” means the term described in Iowa Code section 231.42 and includes access to long-term
care facilities, assisted living programs, elder group homes, residents, tenants, medical records, social
records, and administrative records.

“Accessible” means without physical, cultural, financial, or psychological barriers to service.

“Act” or “federal act” or “OAA” means the Older Americans Act, 42 U.S.C. § 3001 et seq.

“Administration costs” means all direct and indirect costs incurred by a grantee in managing a grant,
including but not limited to all audit and board expenses incurred in the support of an area agency on
aging director.

“Administration on Aging” or “A0A” means the federal agency established to administer the
provisions of the Act.

“Administrative action” means an action or decision made by an owner, employee, or agent of a
long-term care facility, or by a governmental agency, which affects the service provided to residents of
long-term care facilities.

“ADRC coordination center” means an entity designated by the department that carries out duties
and functions as mandated in rule promulgated by the department.

“ADRC local access point” means an entity designated by an ADRC coordination center that carries
out duties and functions as mandated in rules promulgated by the department.

“Aggrieved party” means an individual or organization that alleges that the individual’s or
organization’s rights have been denied by action of the department, AAA or AAA subcontractor.

“Aging and disability resource center” or “ADRC” means the same as “Aging and Disability
Resource Center” as defined in the federal Act.

“Area agency on aging,” “area agency” or “AAA” means the grantee agency(ies) designated by
the commission in a planning and service area to develop and administer the multiyear area plan for a
comprehensive and coordinated system of services for elders and to carry out the duties specified in lowa
Code chapter 231 and rules promulgated by the department on aging. These terms may be interpreted as
either singular or plural form as determined by context.

“Area plan” or “multiyear area plan” means a document that is developed in accordance with forms
or in a format prescribed by the department and that is submitted to the department every two to four
years, with annual updates, by an AAA in order to receive federal funding and other support through the
department.

“Certified volunteer long-term care ombudsman” or “certified volunteer” means a volunteer who
has successfully completed all requirements and received certification from the office of the state
long-term care ombudsman.

“Civil penalty” means a civil money penalty not to exceed the amount authorized under Iowa Code
section 231.42.

“Cognitive disorder” means a disorder characterized by cognitive dysfunction presumed to be the
result of illness that does not meet criteria for dementia, delirium, or amnestic disorder.

“Commission” means the commission on aging.

“Complaint” means a report of an alleged violation of requirements of federal and state laws, rules or
regulations, or a report of practices and procedures related to admission or to an individual’s entitlement
to care and services under federal and state laws and regulations.


https://www.legis.iowa.gov/docs/ico/section/231.42.pdf
https://www.legis.iowa.gov/docs/ico/chapter/231.pdf
https://www.legis.iowa.gov/docs/ico/section/231.42.pdf
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“Comprehensive and coordinated system” means a system for providing all necessary supportive
services, including nutrition services, in a manner designed to:

1. Facilitate accessibility to and utilization of all supportive and nutrition services provided within
the geographic area served by the system by any public or private agency or organization.

2. Develop and make the most efficient use of supportive services and nutrition services to meet
the needs of older individuals with a minimum of duplication.

3. Use available resources efficiently and with a minimum of duplication; and

4. Encourage and assist public and private entities that have unrealized potential for meeting the
service needs of older individuals to assist the elders on a voluntary basis.

“Continuum of care” means a full range of economic, physical, psychological, social and support
programs and services necessary to maintain or restore older individuals to their optimal environment.

“Contract” means an agreement between two or more persons which creates an obligation to do or
not to do a permissible or an impermissible action. Its essentials are competent parties, subject matter,
legal consideration, mutuality of agreement and mutuality of obligation.

“Dementia” means an illness characterized by multiple cognitive deficits which represent a decline
from previous levels of functioning and include memory impairment and one or more of the following
cognitive disturbances: aphasia, apraxia, agnosia, and disturbance in executive functioning.

“Dementia-specific” means a program certified under the law and regulations governing the
particular program which either serves five or more persons with dementia between Stages 4 and 7
on the Global Deterioration Scale or holds itself out as providing specialized care for persons with a
cognitive disorder or dementia, such as Alzheimer’s disease, in a dedicated setting.

“Department on aging” or “department” means the sole state agency responsible for administration
of the Older Americans Act and lowa Code chapters 231 and 231E and other applicable laws or rules.

“Dietitian” or “licensed dietitian” means a person who maintains a license granted by the lowa
board of dietetic examiners.

“Direct costs” means those costs that can be identified specifically with a particular final cost
objective.

“Director” means the director of the lowa department on aging.

“Disability” (OAA) means (except when such term is used in the phrase “severe disability,”
“developmental disabilities,” “physical and mental disability,” “physical and mental disabilities,” or
“physical disabilities”) a disability attributable to mental or physical impairment, or a combination of
mental or physical impairments, that results in substantial functional limitations in one or more of the
following areas of major life activity: (1) self-care, (2) receptive and expressive language, (3) learning,
(4) mobility, (5) self-direction, (6) capacity for independent living, (7) economic self-sufficiency, (8)
cognitive functioning, and (9) emotional adjustment.

“Elder abuse” (OAA) means abuse, neglect, or exploitation of an older individual (elder) including
the willful:

1. Infliction of injury, unreasonable confinement, intimidation, or cruel punishment with resulting
physical harm, pain, or mental anguish; or

2. Deprivation by a person, including a caregiver, of goods or services that are necessary to avoid
physical harm, mental anguish, or mental illness.

“Eligible individual” means any person who meets the federal definition of this term for the program
being utilized.

“Exploitation” (OAA or 235B; dependent on the rule content, the source of the appropriate definition
will be referenced in the individual chapter) means:

1. (OAA) The illegal or improper act or process of an individual, including a caregiver, using the
resources of an older individual for monetary or personal benefit, profit, or gain; or

2. “Exploitation” as defined in lowa Code chapter 235B.

“Fiscal year” or “FY” means the state fiscal year, July 1 through June 30, numbered according to
the year in which the fiscal year ends.

“Focal point” means a facility established to encourage the maximum collocation and coordination
of services for older individuals.

LR I3
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“Frail” (AOA Title III-D) means having a physical or mental disability, including Alzheimer’s
disease or a related disorder with neurological or organic brain dysfunction, that restricts the ability
of an individual to perform normal daily tasks or that threatens the capacity of an individual to live
independently.

“Grantee” means the legal entity to which a grant is awarded and which is accountable to the
department for the use of the funds provided. The grantee is the entire legal entity even if only a particular
component of the entity is designated in the award document. The term “grantee” does not include
any secondary recipients such as subgrantees or subcontractors that may receive funds from a grantee
pursuant to a grant.

“Greatest economic need” means the need resulting from an income level at or below the official
poverty line.

“Greatest social need” means the need caused by noneconomic factors, which include physical and
mental disabilities, language barriers, and cultural, geographic or social isolation including isolation
caused by racial or ethnic status, that restrict an individual’s ability to perform normal daily tasks or that
threaten the older individual’s capacity to live independently.

“Grievance” means a report of an administrative action alleged to affect tenants or participants in
an adverse manner.

“Indirect costs” means those costs that are: (1) incurred for a common or joint purpose benefiting
more than one cost objective, and (2) not readily assignable to the cost objectives specifically benefited,
without effort disproportionate to the results achieved.

“In-home services”” means:

Services of homemakers and home health aides;

Visiting and telephone reassurance;

Chore maintenance;

In-home respite care for families, and adult day care as a respite service for families;

5. Minor modification of homes that is necessary to facilitate the ability of older individuals to
remain at home and that is not available under another program (other than another program carried out
under the Act);

6. Personal care services; and

7. Other in-home services as defined by the IDA in the state plan submitted in accordance with
Section 307 of the Act and by the AAA in the area plan submitted in accordance with Section 306 of the
Act.

“Instrumental activities of daily living” or “IADL” means those activities that reflect the older
individual’s ability to perform household and other tasks necessary to meet the older individual’s needs
within the community, which may include but are not limited to shopping, housekeeping, chores, and
traveling within the community.

“Legal assistance” means provision of legal advice, counseling and representation by an attorney
or other person acting under the supervision of an attorney.

“Legal representative” means a person appointed by the court to act on behalf of a participant or
tenant, or a person acting pursuant to a power of attorney.

“Local sources” means the equivalent cash value of third-party in-kind contributions (e.g., property
or services which benefit a grant-supported project or program and which are contributed by nonfederal
third parties without a charge to the grantee or subgrantee under the grant or subgrant) and cash resources,
or both, made available by local sources (e.g., local public funds, other local cash, and program income)
representing that portion of the costs of a project or program receiving funds from state appropriations.

“Long-term care facility” means a long-term care unit of a hospital, a licensed hospice program, a
foster group home, a group living arrangement, or a facility licensed under lowa Code section 135C.1
whether the facility is public or private.

“Long-term care ombudsman program” or “office of the state long-term care ombudsman” means
the statewide long-term care ombudsman program operated by the department on aging pursuant to the
federal Act and lowa Code chapter 231.

bl
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“National Aging Program Information System” or “NAPIS” means the reporting system in which
the Older Americans Act requires participation by providers receiving funding from the provisions of
the Act.

“Neglect” (OAA) means the failure:

1.  To provide for oneself the goods or services that are necessary to avoid physical harm, mental
anguish, or mental illness; or

2. Ofacaregiver to provide the goods or services that are necessary to avoid physical harm, mental
anguish, or mental illness.

“Nurse-delegated assistance” means those delegated tasks or activities for which a professional
nurse has assumed responsibility for assessing, planning, implementing, or evaluating, and for which
the nurse remains legally accountable.

“Nutrition Services Incentive Program” or “NSIP” means the Nutrition Services Incentive Program
established under the Older Americans Act.

“Older Americans Act” or “OAA” means the same as “Act” defined herein.

“Older individual” means a person aged 60 or older.

“Options counseling” means the service of providing an interactive process whereby individuals
receive guidance in their deliberations to make informed choices about long-term supports. The process
is directed by the individual and may include others whom the individual chooses or those who are
legally authorized to represent the individual. Options counseling may include but is not limited to the
following: (1) a personal interview and assessment to discover strengths, values, and preferences of the
individual and screenings for entitlement program eligibility, (2) a facilitated decision-making process
which explores resources and service options and supports the individual in weighing pros and cons,
(3) developing action steps toward a goal or a long-term support plan and assistance in applying for and
accessing support options, and (4) follow-up to ensure supports and decisions are assisting the individual.

“Options counselor” means the person(s) responsible for providing the service of options
counseling.

“Person” means the same as that defined in lowa Code section 4.1(20).

“Planning and service area” or “PSA” means a geographic area of the state that is designated by
the commission for purposes of planning, development, delivery and overall administration of services
under a multiyear area plan. “PSA” may be interpreted as either singular or plural dependent on context.

“Plan of correction” means a plan developed by an area agency on aging and approved by the
department which describes the actions the area agency on aging shall take to correct deficiencies arising
from the agency’s failure to perform and specifies the date by which those deficiencies shall be corrected.

“Priority services” means access services (including case management, transportation, outreach,
and information and assistance), in-home services, and legal assistance services.

“Program income” or “contributions” means gross income earned by the recipient that is directly
generated by a supported activity or earned as a result of the award. Program income includes, but is
not limited to, income from fees for services performed, the use or rental of real or personal property
acquired under state-funded or federally funded projects, the sale of commodities or items fabricated
under an award, license fees and royalties on patents and copyrights, and interest on loans made with
award funds. Except as otherwise provided in the terms and conditions of the award, program income
does not include the receipt of principal on loans, rebates, credits, or discounts or interest earned on any
of them. Furthermore, program income does not include taxes, special assessments, levies, and fines
raised by governmental recipients.

“Provider” means any person, company, firm, association or other legal entity that provides services
as delineated in any chapter under agency number 17.

“Public or private nonprofit service provider” means any government agency or private
organization certified to be nonprofit by the U.S. Internal Revenue Service or an agency which was
established pursuant to Iowa Code chapter 28E or chapter 504A and is composed solely of public
agencies or governmental units as defined in those chapters.

“Resident” means any person residing in a long-term care facility and shall also include individuals
seeking admission to a long-term care facility.


https://www.legis.iowa.gov/docs/ico/section/4.1.pdf
https://www.legis.iowa.gov/docs/ico/chapter/28E.pdf
https://www.legis.iowa.gov/docs/ico/chapter/504A.pdf
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“Routine” means regular, customary or not occasional or intermittent.

“Therapeutic diet” means meals served that are soft, low-fat, low-sodium or controlled calorie.

“Title 111" means Title III of the federal Act for state and community programs on aging.

1. “Title IlI-B” means requirements and funding for supportive services.

2. “Title III-C” means requirements and funding for nutrition services.

3. “Title II-C(1)” means requirements and funding for congregate nutrition services.

4. “Title IlI-C(2)” means requirements and funding for home-delivered nutrition services.

5. “Title II-D” means requirements and funding for disease prevention and health promotion.

6. “Title III-E” means requirements and funding for the National Family Caregiver Support
program.

“Title V"’ means Title V of the federal Act for the Senior Community Service Employment Program
for Older Americans.

“Title VII” means Title VII of the federal Act for allotments for vulnerable elder rights protection

activities.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 0619C, TAB 3/6/13, effective 4/10/13; ARC 0742C, IAB 5/15/13, effective
6/19/13; ARC 1532C, IAB 7/9/14, effective 8/13/14]

These rules are intended to implement lowa Code chapters 231, 231B, 231C, 231D, 235B and 249H.
[Filed 5/20/82, Notice 3/17/82—published 6/9/82, effective 7/14/82]
[Filed 7/10/86, Notice 5/7/86—published 7/30/86, effective 9/3/86]
[Filed 5/1/87, Notice 2/25/87—published 5/20/87, effective 6/24/87]]

[Filed emergency 8/20/87—published 9/9/87, effective 9/2/87]
[Filed 4/26/90, Notice 2/21/90—published 5/16/90, effective 6/20/90]
[Filed 2/1/91, Notice 11/28/90—published 2/20/91, effective 3/27/91]2
[Filed 12/6/91, Notice 6/12/91—published 12/25/91, effective 1/29/92]
[Filed 4/3/92, Notice 2/5/92—published 4/29/92, effective 6/3/92]

[Filed 6/26/92, Notice 4/1/92—published 7/22/92, effective 8/26/92]
[Filed 11/5/93, Notice 9/15/93—published 11/24/93, effective 12/29/93]
[Filed 11/3/95, Notice 8/16/95—published 11/22/95, effective 12/27/95]

[Filed emergency 10/15/97 after Notice 9/10/97—published 11/5/97, effective 11/5/97]
[Filed emergency 2/15/02 after Notice 1/9/02—published 3/6/02, effective 2/15/02]
[Filed 2/15/02, Notice 1/9/02—published 3/6/02, effective 4/10/02]

[Filed 3/26/04, Notice 2/4/04—published 4/14/04, effective 5/19/04]

[Filed 2/21/06, Notice 11/23/05—published 3/15/06, effective 5/1/06]

[Filed Emergency ARC 8489B, IAB 1/27/10, effective 1/7/10]

[Filed ARC 0619C (Notice ARC 0508C, IAB 12/12/12), IAB 3/6/13, effective 4/10/13]
[Filed ARC 0742C (Notice ARC 0551C, IAB 1/9/13), IAB 5/15/13, effective 6/19/13]
[Filed ARC 1532C (Notice ARC 1428C, IAB 4/16/14), IAB 7/9/14, effective 8/13/14]

' Effective date of Ch 1 delayed 70 days by the Administrative Rules Review Committee.

Two ARCs
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CHAPTER 5

DEPARTMENT FISCAL OPERATIONS
[Prior to 5/20/87, see Aging, Commission on the [20], rule 4.9 and Ch 9]
[Prior to 1/27/10, see Elder Affairs Department[321] Ch 5]

17—5.1(231) Funds to area agencies on aging.

5.1(1) The department shall distribute funds to each area agency on aging pursuant to federal and
state laws, rules, and regulations.

5.1(2) The area agencies on aging shall use funds distributed by the department for the designated

purpose and pursuant to federal and state laws, rules, and regulations.
[ARC 0743C, 1AB 5/15/13, effective 6/19/13]

17—5.2(231) Distribution of Older Americans Act funds to area agencies on aging. On and after
July 1, 2013, the following shall apply:

5.2(1) The department shall review the formula for distribution within the state of funds received
under the Older Americans Act and required to be distributed by funding formula every four years, at a
minimum. The department, in its discretion, shall determine whether to maintain the existing formula or
develop a new formula based on the criteria outlined in the Older Americans Act and on other relevant
factors.

5.2(2) The department shall comply with all federal and state laws, rules, and regulations in
developing a formula for distribution within the state of funds received under the Older Americans Act.

5.2(3) The department shall adhere to the following process to develop and adopt a formula for
distribution within the state of funds received under the Older Americans Act:

a.  The department shall hold a minimum of one meeting with area agencies on aging to facilitate
discussion and receive comment regarding the proposed formula for distribution.

b.  The department shall publish the proposed formula for distribution for review and comment
by posting the information on the department’s Web site. The publication shall comply with all criteria
outlined in the Older Americans Act. The publication shall be posted on the department’s Web site
for a minimum of 30 calendar days prior to the date set for commission consideration of the proposed
formula for distribution. The publication shall provide the method and time frame for acceptance of
public comment.

c¢.  The department shall distribute a press release containing the proposed funding formula to all
newspapers within the state.

d.  The information published pursuant to paragraph 5.2(3) “b ” shall be mailed, via standard postal
delivery or electronic mail, to the executive director and board chairperson of each area agency on aging
a minimum of 30 calendar days prior to the date set for commission action to approve the formula for
distribution.

e.  The department shall accept written public comment in response to publication of the proposed
formula for a minimum of 14 calendar days following publication. The method and time frame for
acceptance of public comment shall be provided in the information published pursuant to paragraphs
523)“p” and “c.”

f- The department shall submit the proposed formula for distribution to the Assistant Secretary of
the U.S. Department of Health and Human Services for approval pursuant to the Older Americans Act.

g The department shall review all public comments received and provide a summary for the
commission’s review.

h.  The department shall submit to the commission for consideration a proposed formula to
distribute funds within the state.

i. ~ The commission may, in its discretion, approve or disapprove the department’s proposed
formula for distribution of funds within the state. If the commission disapproves the department’s
proposed formula, the department shall develop an alternate formula for distribution of funds within the
state after following all procedures provided in rule 17—5.2(231).

j. The commission’s final decision shall be posted on the department’s Web site,
www.aging.iowa.gov.
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k. The department shall distribute federal funds proportionately based on a state fiscal year.
5.2(4) NSIP. Each area agency on aging shall receive a portion of the NSIP allotment to the
department based on the proportion of an area agency on aging’s eligible meals related to the total of

NSIP-eligible meals for all area agencies on aging.
[ARC 0743C, 1AB 5/15/13, effective 6/19/13]

17—5.3(231) Distribution of state funds. On and after July 1, 2013, the following shall apply:

5.3(1) The department shall review the formula for distribution within the state of funds received
from state appropriations every four years, at a minimum. The department, in its discretion, shall
determine whether to maintain the existing formula or develop a new formula based on the criteria
outlined in the Older Americans Act and other relevant factors.

5.3(2) The department shall comply with all federal and state laws, rules, and regulations in
developing a formula for distribution within the state of funds received from state appropriations.

5.3(3) The department shall adhere to the following process to develop and adopt a formula for
distribution within the state of funds received from state appropriations:

a. The department shall hold a minimum of one meeting with area agencies on aging to facilitate
discussion and receive comment regarding the proposed formula for distribution.

b.  The department shall publish the proposed formula for distribution for review and comment
by posting the information on the department’s Web site. The publication shall comply with all criteria
outlined in the Older Americans Act and state law. The publication shall be posted on the department’s
Web site for a minimum of 30 calendar days prior to the date set for commission action to approve
the proposed formula for distribution. The publication shall provide the method and time frame for
acceptance of public comment.

c¢.  The department shall distribute a press release containing the proposed funding formula to all
newspapers within the state.

d.  The information published pursuant to paragraph 5.3(3) “b ” shall be mailed, via standard postal
delivery or electronic mail, to the executive director and board chairperson of each area agency on aging
a minimum of 30 calendar days prior to the date set for commission action to approve the formula for
distribution.

e.  The department shall accept written public comment in response to publication of the proposed
formula for a minimum of 14 calendar days following publication. The method and time frame for
acceptance of public comment shall be provided in the information published pursuant to paragraphs
53(3)“b” and “c.”

£~ The department shall review all public comments received and provide a summary for the
commission’s review.

g The department shall submit to the commission for consideration a proposed formula to
distribute funds within the state.

h.  The commission may, in its discretion, approve or disapprove the department’s proposed
formula for distribution of funds within the state. If the commission disapproves the department’s
proposed formula, the department shall develop an alternate formula for distribution of funds within the
state after following all procedures provided in rule 17—5.3(231).

i. The commission’s final decision shall be posted on the department’s Web site,

WWW.aging.iowa.gov.
[ARC 0743C, IAB 5/15/13, effective 6/19/13]

17—5.4(231) Posting of formulas for distribution. The department shall maintain a posting of
the current formulas used for distribution of state or federal funds on the department’s Web site,

Www.aging.iowa.gov.
[ARC 0743C, TAB 5/15/13, effective 6/19/13]

17—5.5(231) Priority service expenditures. Each area agency on aging shall expend a specified
minimum percentage of Older Americans Act Title I1I-B funds, less administration costs, for priority
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services. The minimum percentage to be expended on priority services shall be established by the

commission and posted on the department’s Web site, www.aging.iowa.gov.
[ARC 0743C, 1AB 5/15/13, effective 6/19/13]

17—5.6(231) Match requirements for Older Americans Act funds.

5.6(1) Area agencies on aging shall comply with all match requirements established by and outlined
in the Older Americans Act and federal rules and regulations.

5.6(2) Older Americans Act match requirements shall be met with the use of nonfederal sources, as
defined by the Older Americans Act. The match used to meet Older Americans Act requirements shall
be separate and independent of the match used to meet the state match requirements.

5.6(3) If an area agency on aging fails to appropriately match Older Americans Act funds pursuant
to the match requirements of the Older Americans Act, the department may take any action necessary to

correct the deficiency, including but not limited to the remedies provided in rule 17—5.14(231).
[ARC 0743C, 1AB 5/15/13, effective 6/19/13]

17—5.7(231) Match requirements for state funds.

5.7(1) Area agencies on aging shall comply with all match requirements mandated by federal and
state laws, rules, and regulations.

5.7(2) The match requirement for state funds of $15 for every $85 of state funds distributed shall
be met with the use of local sources. The local sources used to meet state match requirements shall be
separate and independent of the match used to meet the Older Americans Act match requirements.

5.7(3) If an area agency on aging fails to appropriately match state funds pursuant to the match
requirements established in state law and rule, the department may take any action necessary to correct

the deficiency, including but not limited to the remedies provided in rule 17—5.14(231).
[ARC 0743C, 1AB 5/15/13, effective 6/19/13]

17—5.8(231) Contributions. Each area agency on aging shall be allowed to receive voluntary

contributions in compliance with federal and state laws, rules, and regulations.
[ARC 0743C, IAB 5/15/13, effective 6/19/13]

17—5.9(231) General reporting requirements.

5.9(1) Each area agency on aging shall submit program and financial reports to comply with federal
and state program requirements.

5.9(2) Each area agency on aging shall be responsible for the following:

a.  Gathering accurate information necessary to complete reports;

b.  Completing reports on forms or in a format prescribed by the department; and

¢.  Submitting reports or data to the department on or before due dates established by the
department.

5.9(3) Each area agency on aging shall be solely responsible for obtaining and reporting necessary
information from subgrantees, contractors and subcontractors.

5.9(4) Failure to submit complete and accurate program or financial reports by the established due
dates, even if waiver is granted, may subject the area agency on aging to remedies provided in rule

17—5.14(231).
[ARC 0743C, TAB 5/15/13, effective 6/19/13; ARC 1533C, TAB 7/9/14, effective 8/13/14]

17—5.10(231) Redistribution.

5.10(1) Redistribution of federal funds.

a. Funds distributed pursuant to the Older Americans Act which are not expended for goods or
services or both to be provided by the last day of the award period shall be available to the department for
redistribution unless a written application for carryover is approved pursuant to paragraph 5.10(1) “b.”

b.  Funds distributed pursuant to the Older Americans Act may be carried over upon department
approval of a written application. The written application must be received by the department on or
before the final report due date for that fiscal year. The written application must contain the amount
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of funds requested for carryover. The department, in its discretion, shall approve or deny the written
application.

¢.  Any unexpended funds distributed for administration costs pursuant to the Older Americans
Act, as shown in the department’s annual allotment tables, may be used only for program service
expenditures in the subsequent fiscal year.

5.10(2) Redistribution of state funds.

a. If the department determines prior to the end of a fiscal year that an area agency on aging will
not expend its state funds for goods or services or both to be provided by the last day of the fiscal year,
the department may redistribute the funds to one or more area agencies on aging in accordance with
demonstrated utilization or by a redistribution method specified by the department.

b.  The department may, in its discretion, redistribute funds to one or more area agencies on aging
based on expenditure estimates for that fiscal year. The department may redistribute funds as early as
January of that fiscal year.

c¢.  The area agencies on aging receiving the redistributed funds shall expend them by the end of
the fiscal year in which they are redistributed for goods or services or both to be provided by the last day
of the fiscal year.

5.10(3) Failure to expend federal or state funds. Failure to expend federal or state funds in
accordance with the area plan may subject the area agency on aging to remedies provided in rule

17—5.14(231).
[ARC 0743C, TAB 5/15/13, effective 6/19/13; ARC 1533C, TAB 7/9/14, effective 8/13/14]

17—5.11(231) State reviews and audits.
5.11(1) Each area agency on aging shall complete an annual audit report and submit the audit report
to the department for review as directed in the guidelines issued by the department.
5.11(2) The audit costs shall be negotiated and paid for by the grantee from the applicable grants.
5.11(3) The department shall provide the grantee with guidelines to be followed by the auditor.
5.11(4) Failure to fully comply with state review and audit requirements by the due dates, even if

waiver is granted, may subject the area agency on aging to remedies provided in rule 17—5.14(231).
[ARC 0743C, IAB 5/15/13, effective 6/19/13]

17—5.12(231) Acquisition of goods and services. All area agency on aging acquisitions of goods and

services shall be in compliance with state and federal laws, rules and regulations.
[ARC 0743C, 1AB 5/15/13, effective 6/19/13]

17—5.13(231) Records—contract administration. The department and each area agency on aging
shall maintain records and reports for purchases and contracts that utilize state or federal funds. The

records and reports shall be maintained pursuant to federal and state laws, rules, and regulations.
[ARC 0743C, 1AB 5/15/13, effective 6/19/13]

17—5.14(231) Correction of deficiencies.

5.14(1) Remedies. The purpose of remedies is to ensure prompt action is taken by an area agency
on aging to correct deficiencies arising from failure to perform as identified by this rule. The department
shall determine the remedies to be applied to the area agency on aging for failure to perform.

5.14(2) Number of remedies. The department may apply one or more remedies for each deficiency
constituting failure to perform or for all deficiencies constituting failure to perform.

5.14(3) Notification requirements. The department shall give the area agency on aging written notice
of remedy at least 15 calendar days before the effective date of the remedy. The written notice of remedy
shall include the following:

a. The nature of the failure to perform.

b.  The remedy imposed.

c¢.  The effective date of the remedy.

d.  The right to appeal the determination leading to the remedy.
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5.14(4) Factors to be considered in selecting remedies.

a. Inorder to select the appropriate remedy, the department shall determine the seriousness of the
failure to perform. To determine the seriousness of the failure to perform, the department shall consider
whether the area agency on aging’s failure(s) to perform:

(1) Is isolated.

(2) Constitutes a pattern.

(3) Is broad in scope.

(4) Creates a financial burden for the department, other area agencies on aging, or the aging
network.

(5) Creates an administrative burden for the department, other area agencies on aging, or the aging
network.

b.  Inselecting an appropriate remedy, the department may also consider the area agency on aging’s
prior history of failure to perform in general and specifically with reference to the cited failure to perform.

5.14(5) Available remedies. The department may select one or more of the following remedies with
reference to a cited failure to perform:

a. Directed in-service training. The department may require the staff of an area agency on aging
to attend an in-service training program if education is likely to correct the failure to perform. The area
agency on aging is responsible for the payment for the directed in-service training.

b.  Department monitoring. The department may require an area agency on aging to receive
increased monitoring by the department. The frequency and duration of the monitoring is within the
discretion of the department.

¢.  Directed plan of correction. The department may develop a plan of correction and require an
area agency on aging to take action within specified time frames.

d.  Reduction of funding. The department may reduce the amount of funding distributed.

e. Investigative audit. The department may require an area agency on aging receive an
investigative audit. The area agency on aging is responsible for the payment for this investigative audit.

f Other remedies. The department may also impose other remedies, as appropriate.

g Dedesignation. The department may request dedesignation of an area agency on aging pursuant
to rule 17—4.6(231).

5.14(6) Duration of remedies. Remedies shall continue until:

a. The area agency on aging has achieved substantial compliance as determined by the department
or based upon a revisit or after an examination of credible written evidence that the department can verify
without an on-site visit; or

b.  The area agency on aging is dedesignated.

5.14(7) Mandatory plan of correction. Each area agency on aging that has been cited for a failure to
perform shall submit a plan of correction for approval by the department regardless of which remedies
are applied.

5.14(8) Procedures for plan of correction. Within 30 calendar days following receipt of the written
notice of remedy pursuant to subrule 5.14(3), the area agency on aging shall submit a plan of correction
to the department.

a.  Contents of plan. The plan of correction shall contain the following information:

(1) How the area agency on aging will correct the failure to perform;

(2) How the area agency on aging will act to protect consumers within the affected area;

(3) The measures the area agency on aging will take or the systems it will alter to ensure that the
problem does not reoccur;

(4) How the area agency on aging plans to monitor its performance to make sure that solutions are
sustained; and

(5) The date(s) when corrective action will be completed.

b.  Review of plan. The department shall review the plan of correction within 30 calendar days
of receipt. The department may request additional information or revisions to the plan, which shall be
provided by the area agency on aging as requested.
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5.14(9) Appeal of a determination of failure to perform.

a. An area agency on aging may request a hearing on a determination of a failure to perform that
leads to a remedy citation. The affected area agency on aging shall file the request for hearing in writing
to the department within 60 calendar days from receipt of the written notice of remedy.

b.  Hearings shall be conducted pursuant to 17—Chapter 13, with an administrative law judge
appointed as the presiding officer and with the department as the final decision maker with subject matter
jurisdiction.

c.  Anarea agency on aging may not appeal the choice of remedy, including the factors considered

by the department in choosing the remedy.
[ARC 0743C, 1AB 5/15/13, effective 6/19/13]

These rules are intended to implement lowa Code chapter 231.
[Filed 5/20/82, Notice 3/17/82—published 6/9/82, effective 7/14/82]
[Filed 10/19/84, Notice 8/15/84—published 11/7/84, effective 12/ 12/84]1
[Filed emergency 1/11/85—published 1/30/85, effective 1/11/85]
[Filed 11/27/85, Notice 10/9/85—published 12/18/85, effective 1/22/86]
[Filed 5/16/86, Notice 12/18/85—published 6/4/86, effective 7/9/86]
[Filed 5/30/86, Notice 3/12/86—published 6/18/86, effective 7/23/86]
[Filed 5/1/87, Notice 2/25/87—published 5/20/87, effective 6/24/87]’
[Filed emergency 8/20/87—published 9/9/87, effective 9/2/87]
[Filed 12/6/91, Notice 6/12/91—published 12/25/91, effective 1/29/92]
[Filed 4/3/92, Notice 2/19/92—published 4/29/92, effective 6/3/92]
[Filed 3/23/93, Notice 11/11/92—published 4/14/93, effective 5/19/93]
[Filed 11/5/93, Notice 9/15/93—published 11/24/93, effective 12/29/93]
[Filed 11/3/95, Notice 8/16/95—published 11/22/95, effective 12/27/95]
[Filed emergency 2/15/02 after Notice 1/9/02—published 3/6/02, effective 2/15/02]
[Filed 2/21/06, Notice 11/23/05—published 3/15/06, effective 5/1/06]
[Filed Emergency ARC 8489B, IAB 1/27/10, effective 1/7/10]
[Filed Emergency ARC 9577B, IAB 6/29/11, effective 6/7/11]
[Filed ARC 0743C (Notice ARC 0550C, IAB 1/9/13), IAB 5/15/13, effective 6/19/13]
[Filed ARC 1533C (Notice ARC 1427C, IAB 4/16/14), IAB 7/9/14, effective 8/13/14]

I Effective date of 20—9.22(2) delayed 70 days by the Administrative Rules Review Committee.

2 Effective date of Ch 5 delayed 70 days by the Administrative Rules Review Committee.
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CHAPTER 6

AREA AGENCY ON AGING PLANNING AND ADMINISTRATION
[Prior to 5/20/87, see Aging, Commission on the[20] Ch 5]
[Prior to 1/27/10, see Elder Affairs Department[321] Ch 6]

17—6.1(231) Definitions. Words and phrases as used in this chapter are as defined in 17—Chapter 1
unless the context indicates otherwise. The following definitions also apply to this chapter:

“Access” or “access services” means case management, transportation, outreach, information and
assistance.

“Entrepreneurial activities” means the manufacturing, processing, selling, offering for sale, renting,
leasing, delivering, dispensing, distributing or advertising of goods or services for profit; or a contract
or agreement that an AAA will provide specific named service(s) for third-party payees.

“Priority services” means access, in-home and legal assistance services.
[ARC 8489B, IAB 1/27/10, effective 1/7/10]

17—6.2(231) Area plan.

6.2(1) Area plan. Each AAA shall develop and administer an area plan.

6.2(2) Duration and format of the area plan.

a. The area plan shall be for a minimum of a two-year and a maximum of a four-year period
specified by the department, with annual updates.

b.  Uniform area plan format. All AAA shall submit an area plan or plan amendment to the
department in accordance with the uniform area plan format, other instructions issued by the department,
this chapter, and the federal Act.

6.2(3) Comprehensive and coordinated delivery system. The multiyear area plan shall provide for
the development of a comprehensive and coordinated service delivery system for all supportive and
nutrition services needed by older individuals in the planning and service area to:

a. Facilitate access to and utilization of all existing services; and

b.  Develop supportive and nutrition services effectively and efficiently to meet the needs of older
individuals.

6.2(4) Requirements. An area plan shall provide for a comprehensive and coordinated service
delivery system as defined in:

a. The federal Act;

b.  Older Americans Act Title III Regulations; Code of Federal Regulations, Title 45, Volume 4,
Part 1200 (45 CFR 117);

c¢.  This chapter.

6.2(5) Plan content. The area plan shall, at a minimum, contain the following information:

a. Assurance that the AAA agrees to abide by the requirements of the federal Act and all other
applicable laws and rules; and

b.  Objectives and budget for each year of the designated period and methods to obtain those
objectives; and

c¢.  Client projections. Area agencies shall project, on forms or in a format prescribed by the
department, the number of older individuals who will be served within each PSA.

6.2(6) Area plan amendments and revisions.

a. Amendments. The AAA shall amend the area plan and submit it to the commission for approval
when:

(1) A new or amended state or federal statute, rule or regulation requires new information or
conflicts with any existing plan provisions;

(2) A United States Supreme Court decision changes the interpretation of a statute or rule;

(3) Local law, organization, policy or agency operations change and are no longer accurately
reflected in the area plan;

(4) The department requires amendments;

(5) The grantee proposes to change the designation of the single organizational unit or component
unit responsible for programs under the federal Act or state law; or
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(6) The area agency proposes to add or delete a service category.

b.  Revision. The AAA may be required to revise the plan and submit it to the department for
approval if:

(1) A department funding source to the area agency changes; or

(2) A program requirement changes.

6.2(7) Procedures for area plans, plan amendments and revisions.

a.  Public hearing(s). The AAA shall hold at least one public hearing on the area plan and all plan
amendments as required in this chapter. Priority services shall appear as a distinct agenda item for any
hearing.

(1) The public hearing(s) shall be held prior to submission of the area plan or amendment(s) at a
time which permits older individuals, public officials, and other interested parties reasonable opportunity
to participate. The hearing(s) shall be held at a barrier-free, fully accessible location.

(2) The AAA shall advertise the hearing by sending notice to all known groups of older individuals,
PSA public officials, and other interested parties. The AAA shall also publish a notice in the official
newspapers as designated for each county served by the PSA. The notice shall include the time, date,
and location of the public hearing.

(3) The hearing on the area plan shall include the priority services and priority services requirement
as a distinct agenda item with a specific time set for the beginning of that portion of the hearing.

b.  Review and comment by the advisory council.

(1) The AAA shall submit the area plan, amendments and revisions for review and comment to the
AAA advisory council.

(2) The official representative of the AAA shall sign the plan, amendment or revision to signify
that the AAA has completed all of the requirements of this chapter. The AAA shall then submit the area
plan, amendment or revision to the department for review.

6.2(8) Commission review. Plans and plan amendments may be approved by the commission after
they have been processed in accordance with the process given in this chapter. Revisions may be
approved by the department after they have been processed in accordance with the process given in this
chapter.

6.2(9) Appeals. Any person may appeal a denial of approval of an area plan, plan amendment or
revision as provided in 17—Chapter 4.

6.2(10) Area profile. Each AAA shall submit to the department a profile in accordance with the time
frame and procedures as issued by the department. The profile shall contain, but not be limited to, the
following AAA information:

a. Affirmative action plan;

b.  Table of organizational structure;

c¢.  Inventory of nutrition sites and senior centers;

d. Listing of the area agency’s designated community focal points; and

e.  Listing of the officers of the AAA board of directors.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 0744C, IAB 5/15/13, effective 6/19/13; ARC 1534C, IAB 7/9/14, effective 8/13/14]

17—6.3(231) Area agency administration.
6.3(1) Director. The AAA shall employ a qualified director and may employ other staff as necessary
to manage and monitor the area plan.
6.3(2) Director’s responsibility. 1t is the responsibility of the AAA director to:
a. Ensure that all AAA duties as outlined in the federal Act, state law, this chapter and other rules
promulgated by any agency having jurisdiction are performed;
b.  Develop the area plan;
Implement organizational operations;
Budget for services and operations;
Coordinate implementation of services; and
Monitor and evaluate services.

N AN
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6.3(3) Discrimination. The AAA shall offer equal opportunities for employment or promotion to all
employees and to applicants who meet the qualifications of the open position. Discrimination against any
person because of gender, race, national origin, age, political affiliation, creed, color, religion, physical
or mental disability, or other nonmerit factors is prohibited during any aspect of personnel administration
and during employment.

6.3(4) Affirmative action plans. Each AAA shall develop an affirmative action plan which shall be
available for review by the department.

6.3(5) Training and development requirements. Each AAA shall have a plan and procedures that will
support a broad program of staff development activities to ensure training of volunteers, paid personnel

and providers of services to lowa’s older individual population.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 0744C, 1AB 5/15/13, effective 6/19/13; ARC 1534C, IAB 7/9/14, effective 8/13/14]

17—6.4(231) Confidentiality and disclosure of AAA information.

6.4(1) Confidentiality. AAA shall implement procedures to ensure that no information in possession
of an AAA, or an entity providing services under programs funded by the department, is disclosed in a
form identifiable with an individual without that individual’s informed consent regardless of the source
of the information.

6.4(2) Public accessibility to manuals, guidelines, and standards. Copies of all manuals, guidelines,
and standards referred to by these rules shall be maintained by the AAA and available for public

inspection.
[ARC 8489B, IAB 1/27/10, effective 1/7/10]

17—6.5(231) AAA contact information. Information on how to contact the appropriate AAA office
may be obtained by sending a request to the Department on Aging, Jessie Parker Building, 510 East
12th Street, Suite 2, Des Moines, lowa 50319; or by telephone at (515)725-3333; or by visiting the

department’s Web site www.aging.iowa.gov.
[ARC 8489B, IAB 1/27/10, effective 1/7/10]

17—6.6(231) Duties of AAA.

6.6(1) General. Each AAA shall fulfill the AAA duties specified in the federal Act, lTowa Code
section 231.33 and this chapter. AAA shall:

a. Carry out functions related to advocacy, planning, coordination, interagency linkages,
information sharing, brokering, monitoring and evaluation designed to lead to and maintain a
comprehensive and coordinated community-based system. This system shall serve the PSA so that older
individuals may lead independent, meaningful and dignified lives in their own homes and communities
for as long as possible;

b.  Strive to offer arange of services which are readily accessible to all older individuals by utilizing
public, private and voluntary entities and personal resources of the client;

c¢.  Encourage collaborative decision making among public, private, voluntary, religious and
fraternal organizations, as well as older individuals;

d.  Assist in determining and providing special assistance or resources to the most vulnerable older
individuals who are in danger of losing their independence; and

e.  Perform all functions as delineated in the area plan.

6.6(2) Additional duties include:

a. Attempt to involve the private bar and legal services corporation in the PSA in legal assistance
activities;

b.  Submit all reports in accordance with the department-prescribed form or format and due dates;

c¢.  Coordinate AAA activities with mental health services provided by community health centers
and other nonprofit private or public organizations;

d. Compile and summarize information on institutions of higher education in the PSA which offer
courses of study to older individuals at a no- or reduced-tuition rate and disseminate the information to
older individuals at their gathering places;
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e. Seek out older individuals who may be eligible to receive Supplemental Security Income
benefits under Title XVI of the Social Security Act, medical assistance under Titles XVIII and XIX
of the Social Security Act, and benefits under the Food Stamp Act of 1977. The AAA shall provide
information on the requirements for eligibility to receive these benefits and assist in applying for
appropriate assistance and benefits;

£~ Coordinate planning by individuals, agencies and organizations interested in the prevention
of abuse, neglect and exploitation of older individuals and assist in implementation of educational and
awareness activities, in coordination with the long-term care resident’s advocate program,;

g Coordinate planning with other agencies and organizations to provide health promotion

activities for older individuals.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 1534C, IAB 7/9/14, effective 8/13/14]

17—6.7(231) AAA board of directors.

6.7(1) Each designated AAA shall establish a board of directors in accordance with its individual
articles of incorporation and bylaws.

6.7(2) The AAA board membership shall be representative of the geographic planning and service
area.

6.7(3) Each AAA board of directors shall have board nominating and election procedures specified
in its bylaws.

6.7(4) Each AAA shall specify in its bylaws the scope, function and responsibilities of the board,
board committees and individual board members.

6.7(5) Each AAA shall provide an orientation process for newly elected board members that
includes, at a minimum, the scope, function and responsibilities of the AAA and the responsibilities of
the board, board committees and individual board members.

6.7(6) The department shall provide a minimum of four hours of training annually to AAA board
members.

6.7(7) The AAA board of directors shall comply with Iowa Code chapter 504, “Revised lowa

Nonprofit Corporation Act.”
[ARC 8489B, IAB 1/27/10, effective 1/7/10]

17—6.8(231) AAA advisory council.

6.8(1) Member requirements. The AAA shall establish an advisory council composed of members,
at least one-half of whom are aged 60 and older, which shall include:

a. Recipients of services under the Act, including minority older individuals and older individuals
residing in rural areas;

b.  Representatives of older individuals;

c.  Current local elected officials;

d.  The general public;

e. Representatives of health care provider organizations, including providers of veterans’ health
care, if appropriate;

f Representatives of supportive and nutrition service providers; and

g.  Persons with leadership experience in private and volunteer sectors.

6.8(2) Duties. It shall be the specific responsibility of the advisory council to advise the AAA and:

a.  Advocate for older individuals in the PSA by keeping informed of all activities and proposals
concerning the older individuals;

b.  Review and make recommendations on the content, formulation, administration and priorities
of the area plan and participate in public hearings on the area plan;

c.  Serve as an information link between the AAA and providers of services to older individuals
in the PSA;

d. Review and comment on community policies, programs and actions which affect older
individuals;

e.  Assistin generating local support for development of programs for older individuals in the area.

6.8(3) Frequency of meetings. The AAA advisory council shall meet at least quarterly.
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6.8(4) Staff support. The AAA shall provide staff and assistance to the AAA advisory council.

6.8(5) Bylaws. The AAA advisory council bylaws shall contain at least the basic bylaws:
name, purpose, members, officers, meetings, committees, parliamentary authority and procedure for
amendment of bylaws. The bylaw on membership shall include, but is not limited to, the number of,

selection process and length of terms for members.
[ARC 8489B, IAB 1/27/10, effective 1/7/10]

17—6.9(231) Emergency situations.

6.9(1) Prior to and after a natural disaster or other safety-threatening situation, each AAA shall plan
and coordinate with other public and private entities for safe and timely continuity of service and the
restoration of normal living conditions for older individuals. This shall include:

a.  Alerting older individuals of the impending danger;

b.  Assessing the needs of older individuals after the event occurs; and

c.  Ensuring that identified needs are met through collaboration with other agencies.

6.9(2) To further this purpose, each AAA shall:

a. Include in the procedures manual established as required in this chapter procedures to respond
to emergency or disaster situations;

b. Include in the development and training plan methods of training for staff, contractors, and
other interested parties in response to emergency or disaster situations; and

¢.  Include in subgrants or contracts provisions for responding to emergency or disaster situations
including, but not limited to, shifting funds from one activity to another or from one contractor to another.

6.9(3) Services. As a part of emergency response, the AAA may plan, coordinate and provide

services funded under other programs consistent with responsibilities of an AAA.
[ARC 8489B, IAB 1/27/10, effective 1/7/10]

17—6.10(231) AAA procedures manual. A procedures manual shall be developed and kept current by
the AAA. The manual shall, at a minimum, establish procedures to be followed in:

6.10(1) Establishing and maintaining information and assistance availability to ensure that older
individuals within the PSA will have convenient access to services;

6.10(2) Conducting periodic evaluations, which may include participant satisfaction surveys of
activities carried out under the area plan;

6.10(3) Furnishing appropriate technical assistance to providers of supportive services, nutrition
services, or multipurpose senior centers;

6.10(4) Establishment of a request for proposal process that includes methods of selection of
providers and methods for award of grants or contracts under the area plan, including stipulations
that all subcontractors or subgrantees comply with all applicable local, state and federal laws, rules or
regulations, and, if applicable, all requirements for nonprofit entities;

6.10(5) Resolving complaints by any aggrieved party directly affected by an action or omission of
the AAA. AAA appeal procedures shall be in compliance with the relevant federal and state statutes,
regulations and rules and shall contain at least the following procedures and time frames for complaint
resolution:

Acknowledgment of the complaint;

Process for attempting to informally resolve the complaint;
Time frame for sending a hearing notice;

Process for holding a hearing;

Notification of the outcome of the hearing;

Appeal to the next higher authority;

6.10(6) Ensuring confidentiality, so that no information about or obtained from an older individual
is disclosed in a form that identifies the person without the person’s informed consent;

6.10(7) The assessment and monitoring methods for programs and subcontracts funded by the AAA.
This shall include documentation of quarterly monitoring of performance and on-site assessment and
report at least annually;

6.10(8) Response to emergency or disaster situations;

SR s =8
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6.10(9) Development of methods by which priority for delivery of services is determined;

6.10(10) Obtaining comments or suggestions from recipients about services provided by the AAA;

6.10(11) Determination of an individual’s eligibility for home-delivered nutrition services, including
specific criteria established by the AAA for:

a. Initial and subsequent six-month assessments of the individual’s eligibility for home-delivered
meals;

b.  Determination of the number of days per week the individual has a need for home-delivered
meals;

c.  Determination of the individual’s need for other home-delivered nutrition services;

6.10(12) Assurance that any facility housing a service will fully comply with all current federal,
state or local health, fire, safety, sanitation, accessibility and licensure requirements;

6.10(13) Methods of monitoring service providers to ensure their performance is in accordance with
terms, conditions and specifications for funding, including length of funding period, and the use of project
income and methods of providing service;

6.10(14) Ifappropriate, offering a meal to individuals providing volunteer services during meal times
on the same basis as meals are offered to eligible individuals;

6.10(15) Offering a meal to nonelderly individuals with disabilities who reside at home with and
accompany eligible older individuals to a meal site;

6.10(16) Offering home-delivered meals to nonelderly individuals with disabilities when their
elderly caregiver is eligible for a home-delivered meal;

6.10(17) Increasing public education and awareness in the prevention of abuse, neglect and
exploitation of older individuals;

6.10(18) Identifying the public and private nonprofit entities involved in the prevention,
identification, and treatment of abuse, neglect, and exploitation of older individuals and determining
methods to respond to the needs of older individuals at risk; and

6.10(19) Offering health promotion activities and information to eligible individuals.
[ARC 8489B, IAB 1/27/10, effective 1/7/10]

17—6.11(231) Contracts and subgrants.

6.11(1) A contract or agreement between an AAA and a provider of a specific service in the PSA
shall not restrict the AAA from contracting with other provider(s) of similar services.

6.11(2) Contract file. AAA shall maintain a file of all current contracts with service-providing
agencies or organizations. These files shall be made available for monitoring and assessment by the
department.

6.11(3) Contracts with for-profit organizations. An AAA must request prior approval from the
department of any proposed service contracts with for-profit organizations under an area plan.

a. A separate approval request, using the request form provided by the department, shall be filed
for each contract between the AAA and a provider for a service that is proposed to be delivered by a
for-profit organization.

(1) Therequest for approval shall be submitted to the department at least 30 days prior to the signing
of the contract.

(2) Allapplicants to provide services for which the contract is proposed shall be listed on the request
form.

b.  The department may approve the contracts only if the AAA demonstrates that the for-profit

organization can provide services that are consistent with the goals of the AAA as stated in the area plan.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 1534C, IAB 7/9/14, effective 8/13/14]

17—6.12(231) Direct service.

6.12(1) An AAA must submit a request to provide direct service as part of the area plan. The request
may be approved by the department based on documentation of the criteria given in subrule 6.12(3).
The following services may be furnished directly by the AAA and are exempt from the requirements in
subrule 6.12(3):

a. Information and assistance;
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Outreach;

Case management;

Advocacy representation;

Public education;

Employment services;

Mental health outreach;

Coordination of efforts concerning the prevention of elder abuse.

6 12(2) Public hearing. Prior to the submission of the area plan, the AAA shall hold a public hearing
to obtain comments regarding direct service(s) planned by the AAA. This hearing may be held separately
or as a part of the hearing for the area plan.

a. Notice of the hearing shall be published at least 30 days prior to the hearing and shall specify
the direct service(s) which the AAA plans to provide.

b.  The AAA shall prepare and submit to the department a written record of the public hearing.

6.12(3) Criteria. The commission may approve an AAA request to provide direct service.

a. Approval will be based upon documentation of the following as submitted by the AAA:

(1) Direct provision of service is necessary to ensure an adequate supply of the service, and no
potential provider was identified during the public hearing process; or

(2) The proposed service will be of comparable quality in the view of the AAA advisory council,
and will meet or exceed service standards developed by the AAA; and

(3) The AAA can provide a service of equal quality at lower cost than another provider.

The department may consider other factors including:

(1) The demonstrated capacity of the AAA to deliver services consistently and reliably;

(2) The economic impact of transition from a contract provider to the AAA;

(3) Consideration of any possible disruption of service;

(4) Input from the AAA advisory council; and

(5) Comments from the public.

6.12(4) Conditional approval. If the criteria for approval of a request to provide direct services are

not met, a condition may be placed on the area plan approval.
[ARC 8489B, IAB 1/27/10, effective 1/7/10]
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17—6.13(231) Waivers of priority service expenditures.

6.13(1) An AAA shall request a waiver from the priority service expenditures in rule 17—5.5(231)
if it does not propose sufficient funding to allow older individuals to have convenient access to a service.
The waiver request shall be submitted with the plan or plan amendment pursuant to applicable procedures
under 17—Chapter 11.

6.13(2) The commission, in approving an area plan or a plan amendment, may, upon
recommendation of the director, waive the requirement of rule 17—35.5(231) for any category of service
for which the AAA demonstrates the following:

a.  That the services being furnished by other providers meet the needs of older individuals in the
PSA for that category of service; or

b.  That the AAA has made every reasonable effort to meet the need for a specific category of

service.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 0744C, IAB 5/15/13, effective 6/19/13]

17—6.14(231) Requirements for service providers.

6.14(1) Contributions. The AAA shall consult with the relevant service providers and older
individuals in the PSA to determine the best method for accepting voluntary contributions. As
established by contract with the AAA, each service provider, including an AAA providing direct
service, shall:

a.  Provide each older individual with a voluntary opportunity to contribute to the cost of the service
by displaying a suggested contribution schedule that takes into consideration income ranges of eligible
individuals in local communities;
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b.  Clearly inform each recipient that there is no obligation to contribute and that the contribution
is purely voluntary;

c¢.  Protect the privacy and confidentiality of each older individual with respect to the person’s
contributions;

d.  Utilize appropriate procedures to safeguard and account for all contributions against loss,
mishandling or theft by obtaining bonding for all employees and volunteers;

e. Use all contributions to expand the service for which such contribution is given. Nutrition
service providers shall use all contributions to increase the number of meals served.

6.14(2) Failure to contribute. A provider that receives department funds may not deny any older
individual a service because the person will not or cannot contribute to the cost.

6.14(3) Obtain views of older individuals. Each provider shall utilize procedures determined by the
AAA for obtaining the views of participants about the services they receive. A report of procedures
utilized and findings shall be issued by the AAA within six months of the signing of the contract.

6.14(4) Seek other sources of funding. Prior to requesting Title III funding, service providers shall
demonstrate efforts to seek funds from other federal, state, and local sources.

6.14(5) Compliance by service providers. The AAA shall incorporate in its contract with each

service provider an assurance that funds are used in compliance with federal guidelines.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 0744C, TAB 5/15/13, effective 6/19/13; ARC 1534C, IAB 7/9/14, effective 8/13/14]

17—6.15(231) Entrepreneurial activities of AAA. An AAA considering entrepreneurial activities
must carefully examine the activity to ensure compatibility with its designation as an AAA. The
following shall apply to all AAA, unless otherwise prohibited by statute, rule or order:

6.15(1) Demonstrated need—use of funds. An AAA may engage in entrepreneurial activities if the
activity is in response to a demonstrated need and the funds raised by such activities are used for one of
the following purposes:

a. To further extend services and opportunities for older individuals; or

b.  To fund new services and opportunities for older individuals provided that these services or
opportunities are compatible with the AAA functions and goals.

6.15(2) Restrictions. The following restrictions shall apply to an AAA’s engagement in
entrepreneurial activities:

a.  Entrepreneurial activities shall not be undertaken until they have been reviewed by the advisory
council and approved by the AAA governing board.

b.  An AAA that engages in entrepreneurial activities shall not create the impression that the
activity is being carried on under governmental authority.

c¢.  Funds received as a result of entrepreneurial activities shall be monitored and accounted for
according to generally accepted accounting and auditing practices commensurate with the activities.

d.  Entrepreneurial activities shall be pursued only if the duties and responsibilities required of
AAA in this chapter are consistently provided by the AAA in a capable manner.

e.  Entrepreneurial activities pursued by an AAA and groups or organizations funded by an AAA
shall not have, nor present the appearance of, a conflict of interest.

" Entrepreneurial activities shall not utilize funds received from the department for direct costs.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 0744C, IAB 5/15/13, effective 6/19/13]

17—6.16(231) Severability. Should any rule, subrule, paragraph, phrase, sentence or clause of this
chapter be declared invalid or unconstitutional for any reason, the remainder of this chapter shall not

be affected thereby.
[ARC 8489B, 1AB 1/27/10, effective 1/7/10; ARC 0744C, IAB 5/15/13, effective 6/19/13]

These rules are intended to implement lowa Code chapter 231.
[Filed 5/20/82, Notice 3/17/82—published 6/9/82, effective 7/14/82]
[Filed 5/1/87, Notice 2/25/87—published 5/20/87, effective 6/24/87]]
[Filed emergency 8/20/87—published 9/9/87, effective 9/2/87]
[Filed 4/25/89, Notice 7/27/88—published 5/17/89, effective 6/21/89]
[Filed 4/26/90, Notice 2/21/90—published 5/16/90, effective 6/30/90]


https://www.legis.iowa.gov/docs/ico/chapter/231.pdf

IAC 7/9/14 Aging[17] Ch 6, p.9

[Filed 2/1/91, Notice 11/28/90—published 2/20/91, effective 3/27/91]
[Filed without Notice 1/13/92—published 2/5/92, effective 3/11/92]
[Filed 6/26/92, Notice 4/1/92—published 7/22/92, effective 8/26/92]
[Filed 11/5/93, Notice 9/15/93—published 11/24/93, effective 12/29/93]
[Filed 2/21/06, Notice 11/23/05—published 3/15/06, effective 5/1/06]
[Filed 8/9/06, Notice 6/7/06—published 8/30/06, effective 10/4/06]
[Filed 6/12/08, Notice 3/26/08—published 7/2/08, effective 8/6/08]
[Filed Emergency ARC 8489B, IAB 1/27/10, effective 1/7/10]
[Filed ARC 0744C (Notice ARC 0640C, IAB 3/6/13), IAB 5/15/13, effective 6/19/13]
[Filed ARC 1534C (Notice ARC 1426C, IAB 4/16/14), IAB 7/9/14, effective 8/13/14]

' Effective date of Ch 6 delayed 70 days by the Administrative Rules Review Committee.
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CHAPTER 8

LONG-TERM CARE OMBUDSMAN
[Prior to 5/20/87, see Aging, Commission on the[20] rules 4.2 and 9.6]
[Prior to 1/27/10, see Elder Affairs Department[321] Ch 8]

17—8.1(231) Purpose. This chapter establishes procedures for notice and appeal of penalties imposed
for interference with the official duties of a long-term care ombudsman, which are established in Iowa
Code sections 231.42 and 231.45 and in accordance with Section 712 of the Older Americans Act. This
chapter also establishes criteria for serving under the certified volunteer long-term care ombudsman
program. The long-term care ombudsmen investigate complaints related to the actions or inactions of
long-term care providers that may adversely affect the health, safety, welfare, or rights of residents and

tenants who reside in long-term care facilities, assisted living programs, and elder group homes.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 8939B, IAB 7/14/10, effective 7/1/10; ARC 1535C, IAB 7/9/14, effective 8/13/14]

17—8.2(231) Interference.

8.2(1) A local long-term care ombudsman or certified volunteer long-term care ombudsman who is
denied access to a resident or tenant in a long-term care facility, assisted living program, or elder group
home or to medical and social records while in the course of conducting official duties pursuant to lowa
Code section 231.42 or whose work is interfered with during the course of an investigation shall report
such denial or interference to the office of the state long-term care ombudsman, who will report the
interference to the director of the department on aging.

8.2(2) Access to facility records. Copies of a resident’s medical or social records maintained by the
facility, or other records of a long-term care facility, assisted living program, or elder group home, may
be made with the permission of the resident, the resident’s responsible party, or the legal representative
of the resident. All medical and social records shall be made available to a certified volunteer long-term
care ombudsman for review if:

a. The certified volunteer long-term care ombudsman has written permission from the resident,
the legal representative of the resident, or the responsible party; and

b.  Access to the records is necessary to investigate a complaint; and

¢.  The certified volunteer long-term care ombudsman obtains approval of the state long-term care

ombudsman or designee.
[ARC 8489B, 1AB 1/27/10, effective 1/7/10; ARC 8939B, IAB 7/14/10, effective 7/1/10; ARC 9349B, IAB 2/9/11, effective 3/16/11;
ARC 1535C, IAB 7/9/14, effective 8/13/14]

17—8.3(231) Monetary civil penalties—basis. The director, in consultation with the state long-term
care ombudsman, may impose a monetary civil penalty of not more than $1,500 on an officer, owner,
director, or employee of a long-term care facility, assisted living program, or elder group home who
intentionally prevents, interferes with, or attempts to impede the duties of the state, a local, or a certified
volunteer long-term care ombudsman. If the director imposes a penalty for a violation under this rule,

no other state agency shall impose a penalty for the same interference violation.
[ARC 8489B, 1AB 1/27/10, effective 1/7/10; ARC 8939B, 1AB 7/14/10, effective 7/1/10; ARC 9349B, 1AB 2/9/11, effective 3/16/11;
ARC 1535C, 1AB 7/9/14, effective 8/13/14]

17—8.4(231) Monetary civil penalties—notice of penalty. The department on aging shall notify the
officer, owner, director, or employee of a long-term care facility, assisted living program, or elder group
home in writing by certified mail of the intent to impose a civil penalty. The notice shall include, at a
minimum, the following information:

1. The nature of the interference and the date the action occurred.

2.  The statutory basis for the penalty.

3. The amount of the penalty.

4. The date the penalty is due.

5. Instructions for responding to the notice, including information on the individual’s right to

appeal.
[ARC 8489B, IAB 1/27/10, effective 1/7/10; ARC 8939B, IAB 7/14/10, effective 7/1/10; ARC 1535C, IAB 7/9/14, effective 8/13/14]


https://www.legis.iowa.gov/docs/ico/section/231.42.pdf
https://www.legis.iowa.gov/docs/ico/section/231.45.pdf
https://www.legis.iowa.gov/docs/ico/section/231.42.pdf
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17—8.5(231) Monetary civil penalties—appeals. An officer, owner, director, or employee of a
long-term care facility, assisted living program, or elder group home who is assessed a monetary civil
penalty for interference with the official duties of a long-term care ombudsman may appeal the penalty
by informing the department of the intent to appeal in writing within ten days after receiving a notice of

penalty. Appeals shall follow the procedures set forth in 17—Chapter 13.
[ARC 8939B, IAB 7/14/10, effective 7/1/10; ARC 1535C, IAB 7/9/14, effective 8/13/14]

17—8.6(231) Certified volunteer long-term care ombudsman program.

8.6(1) Application. Any individual may apply to the office of the state long-term care ombudsman
program to become a certified volunteer long-term care ombudsman.

a. Application forms. Application forms may be obtained from the office of the state long-term
care ombudsman program at the department on aging address listed in 17—subrule 2.3(2) or from other
organizations designated by the department.

b.  Submission of forms. Each applicant shall complete an application and submit it to the
department address listed in 17—subrule 2.3(2).

8.6(2) Conflict of interest.

a.  Prior to certification, applicants for the certified volunteer long-term care ombudsman program
must not have a conflict of interest or have had a conflict of interest within the past two years in
accordance with the Older Americans Act. A conflict of interest shall be defined as:

(1) Employment of the applicant or a member of the applicant’s immediate family within the
previous year by a long-term care facility or by the owner or operator of any long-term care facility;

(2) Current participation in the management of a long-term care facility by the applicant or a
member of the applicant’s immediate family;

(3) Current ownership or investment interest (represented by equity, debt, or other financial
relationship) in an existing or proposed long-term care facility or long-term care service by the applicant
or a member of the applicant’s immediate family;

(4) Current involvement in the licensing or certification of a long-term care facility or provision of
a long-term care service by the applicant or a member of the applicant’s immediate family;

(5) Receipt of remuneration (in cash or in kind) under a compensation arrangement with an owner
or operator of a long-term care facility by the applicant or a member of the applicant’s immediate family;

(6) Acceptance of any gifts or gratuities from a long-term care facility or a resident or a resident’s
representative;

(7) Acceptance of money or any other consideration from anyone other than the office of the state
long-term care ombudsman for the performance of an act in the regular course of long-term care;

(8) Provision of services while employed in a position with duties that conflict with the duties of a
certified volunteer long-term care ombudsman;

(9) Provision of services to residents of a facility in which a member of the applicant’s immediate
family resides; or

(10) Participation in activities which negatively affect the applicant’s ability to serve residents or
which are likely to create a perception that the applicant’s primary interest is other than as an advocate
for the residents.

b.  Immediate family shall be defined as father, mother, son, daughter, brother, sister, aunt, uncle,
first cousin, nephew, niece, wife, husband, father-in-law, mother-in-law, son-in-law, daughter-in-law,
brother-in-law, sister-in-law, stepparent, stepbrother, stepchild, stepsister, half sister, half brother,
grandparent or grandchild.

8.6(3) Applicants shall not be accepted into the program if:

a. Itis determined that the applicant has a conflict of interest as listed in subrule 8.6(2); or

b.  The applicant has unfavorable references, which shall include a DCI criminal background check
and abuse check;

c.  Theapplicant lives in any part of a continuing care retirement community, or any housing owned
by the long-term care facility in which the volunteer would function.
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8.6(4) Training. Prior to certification, applicants must successfully complete the required training as
approved by the office of the state long-term care ombudsman. Successful completion shall be defined as
completion of all assignments and tasks during training, demonstration of proper techniques and skills,
and an understanding of the role of the certified volunteer long-term care ombudsman in the long-term
care setting. The applicant shall complete a minimum of 12 hours of approved training, which shall
include, but not be limited to:

History and overview of resident’s advocate/ombudsman program,;
Terminology;

Resident rights;

State and federal law, rules and regulations regarding long-term care facilities;
Regulatory process in long-term care facilities;

Aging process, common medical conditions and terminology;

Life in a long-term care facility and culture change;
Communication skills;

Confidentiality;

Problem solving and documentation, and follow-up of complaints;
Dynamics of abuse and neglect;

Ethics; and

Resources for certified volunteer long-term care ombudsmen.

8. 6(5) Approval for certification. Final approval for certification as a certified volunteer long-term
care ombudsman shall be made by the office of the state long-term care ombudsman and shall be
subject to the applicant’s successful completion of the required training and to a favorable report
from the instructor. The office of the state long-term care ombudsman has the right to require that the
applicant receive additional personal training prior to certification and has the right to deny certification
to applicants not meeting the above training criteria.

8.6(6) Certification.

a. Notification. A certified volunteer long-term care ombudsman shall be notified in writing within
14 days following the conclusion of the training program if certification has been continued or revoked.

b.  Certification shall initially be for one year, with recertification available following the certified
volunteer’s completion of a minimum of ten hours of approved continuing education in the first year and
completion of a progress review by the office of the state long-term care ombudsman.

c.  After the certified volunteer’s successful completion of one year as a certified volunteer
long-term care ombudsman, the office of the state long-term care ombudsman may recertify the certified
volunteer for a two-year period.

8.6(7) Continuing education.

a.  All certified volunteer long-term care ombudsmen shall complete a minimum of ten hours
of continuing education the first year and a minimum of six hours of continuing education each year
thereafter. Continuing education may include, but is not limited to:

(1) Scheduled telephone conference calls with representatives from the office of the state long-term
care ombudsman program;

(2) Governor’s conference on aging;

(3) Area Alzheimer’s disease conferences;

(4) Elder abuse conferences;

(5) Courses related to aging conducted by a local community college or university or via the
Internet;

(6) Other events as approved in advance by the office of the state long-term care ombudsman.

b.  Certified volunteer long-term care ombudsmen are responsible for reporting continuing
education hours to the office of the state long-term care ombudsman or designee within 30 days
following the completion of the continuing education event.

8.6(8) Contesting an appointment. A provider who wishes to contest the appointment of a certified
volunteer shall do so in writing to the office of the state long-term care ombudsman. The final

I SAET TSR TS AN >R



Ch S8, p.4 Aging[17] IAC 7/9/14

determination shall be made by the office of the state long-term care ombudsman within 30 days after
receipt of notification from the provider.

8.6(9) Certification revocation.

a. Reasons for revocation. A certified volunteer long-term care ombudsman’s certification may
be revoked by the office of the state long-term care ombudsman for any of the following reasons:
falsification of information on the application, breach of confidentiality, acting as a certified volunteer
long-term care ombudsman without proper certification, attending less than the required continuing
education training, voluntary termination, unprofessional conduct, failure to carry out the duties as
assigned, or actions which are found by the office of the state long-term care ombudsman to violate the
rules or intent of the program.

b.  Notice of revocation. The office of the state long-term care ombudsman shall notify the certified
volunteer and the facility in writing of a revocation of certification.

¢.  Request for reconsideration. A request for reconsideration or reinstatement of certification may
be made in writing to the office of the state long-term care ombudsman. The request must be filed within
14 days after receipt of the notice of revocation.

d.  Response time. The office of the state long-term care ombudsman shall investigate and consider
the request and notify the requesting party and the facility of the decision within 30 days of receipt of
the written request.

8.6(10) Access.

a. Visits to facilities. A certified volunteer long-term care ombudsman may enter any long-term
care facility without prior notice. After notifying the person in charge of the facility of the certified
volunteer long-term care ombudsman’s presence, the certified volunteer long-term care ombudsman may
communicate privately and without restriction with any resident who consents to the communication.

b.  Visits to resident’s living area. The certified volunteer long-term care ombudsman shall not
observe the private living area of any resident who objects to the observation.

c.  Restrictions on visits. The facility staff member in charge may refuse or terminate a certified
volunteer long-term care ombudsman visit with a resident only when written documentation is provided
to the certified volunteer long-term care ombudsman that the visits are a threat to the health and safety
of the resident. The restriction shall be ordered by the resident’s physician, and the order shall be
documented in the resident’s medical record.

8.6(11) Duties. The certified volunteer long-term care ombudsman shall assist the office of the state
long-term care ombudsman or designee in carrying out the duties described in the Older Americans Act.
Primary responsibilities of a certified volunteer long-term care ombudsman shall include:

a. Conducting initial inquiries regarding complaints registered with the office of the state
long-term care ombudsman;

b. At the request of the office of the state long-term care ombudsman or designee, providing
follow-up visits on cases investigated by the office of the state long-term care ombudsman or designee;

c.  Attending, assisting with, or providing technical assistance to resident and family council
meetings as needed;

d. At the request of the office of the state long-term care ombudsman or designee, making
follow-up visits to a facility after a department of inspections and appeals survey or complaint
investigation to monitor the progress and changes listed in the plan of correction or to monitor the
correction of deficiencies;

e.  Tracking, monitoring and following up on publicly available information regarding facility
performance;

£ Identifying concerns in a facility;

g Completing all reports and submitting them to the office of the state long-term care ombudsman
in a timely manner; and

h.  Completing exit interviews when the certified volunteer ombudsman resigns.
[ARC 8489B, 1AB 1/27/10, effective 1/7/10; ARC 8939B, IAB 7/14/10, effective 7/1/10; ARC 1535C, IAB 7/9/14, effective 8/13/14]

These rules are intended to implement lowa Code section 231.42.
[Filed 5/20/82, Notice 3/17/82—published 6/9/82, effective 7/14/82]


https://www.legis.iowa.gov/docs/ico/section/231.42.pdf

IAC 7/9/14 Aging[17] Ch 8, p.5

[Filed 11/5/82, Notice 7/21/82—published 11/24/82, effective 12/29/82]1
[Filed emergency 12/17/82—published 1/5/83, effective 12/29/82]
[Filed 5/1/87, Notice 2/25/87—published 5/20/87, effective 6/24/87]’
[Filed emergency 8/20/87—published 9/9/87, effective 9/2/87]
[Filed 1/16/04, Notice 10/29/03—published 2/4/04, effective 3/10/04]
[Filed Emergency ARC 8489B, IAB 1/27/10, effective 1/7/10]
[Filed Emergency After Notice ARC 8939B (Notice ARC 8772B, IAB 5/19/10), IAB 7/14/10,
effective 7/1/10]
[Filed ARC 9349B (Notice ARC 9227B, IAB 11/17/10), IAB 2/9/11, effective 3/16/11]
[Filed ARC 1535C (Notice ARC 1425C, TAB 4/16/14), IAB 7/9/14, effective 8/13/14]

Effective date of subrule 20—4.2(1) delayed 70 days by the Administrative Rules Review Committee. (IAB 12/22/82).

Delay lifted by Committee on January 4, 1983.
2 Effective date of Ch 8 delayed 70 days by the Administrative Rules Review Committee.
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CHAPTER 9

RESIDENT ADVOCATE COMMITTEES
[Prior to 1/27/10, see Elder Affairs Department[321] Ch 9]

Rescinded ARC 1536C, IAB 7/9/14, effective 8/13/14
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CHAPTER 23
AGING AND DISABILITY RESOURCE CENTER

17—23.1(231) General. The aging and disability resource center (ADRC) serves to assist individuals
in living healthy, independent, and fulfilled lives in the community. The ADRC will work to ensure that
individuals accessing the long-term care services and supports system experience the same process and

receive the same information about service options wherever they enter the system.
[ARC 0624C, 1AB 3/6/13, effective 4/10/13]

17—23.2(231) Authority. The department has been given authority to administer the aging and

disability resource center by lowa Code section 231.64.
[ARC 0624C, 1AB 3/6/13, effective 4/10/13]

17—23.3(231) Aging and disability resource center. The department shall administer the aging and
disability resource center and shall do all of the following:

1. Perform all duties mandated by federal and state law.

2. Designate ADRC coordination centers.

3. Provide technical assistance to ADRC coordination centers.

4. Provide oversight of ADRC coordination centers to ensure compliance with federal and state

law and applicable rules and regulations.
[ARC 0624C, IAB 3/6/13, effective 4/10/13]

17—23.4(231) ADRC coordination centers. An ADRC coordination center designated by the
department shall do all of the following:

23.4(1) Perform all duties mandated by federal and state law and applicable rules and regulations.

23.4(2) Increase the accessibility of community long-term care services and supports by providing
comprehensive information, referral, and assistance regarding the full range of available public and
private long-term care programs, options, service providers, and resources within a community.

23.4(3) Develop a community long-term care services and supports enrollment system.

23.4(4) Provide options counseling to assist individuals in assessing their existing or anticipated
long-term care needs and developing and implementing a plan for long-term care.

23.4(5) Serve as a point of entry for programs that provide consumer access to the range of publicly
supported long-term care programs.

23.4(6) Designate ADRC local access points.

23.4(7) Provide technical assistance to ADRC local access points.

23.4(8) Establish an advisory council to advise the ADRC coordination center and to review and
comment on ADRC coordination center policies and actions.

23.4(9) Provide oversight of ADRC local access points to ensure compliance with federal and state

law, applicable rules and regulations, and policies and mandates as determined by the advisory board.
[ARC 0624C, 1AB 3/6/13, effective 4/10/13]

17—23.5(231) ADRC local access points. An ADRC local access point designated by an ADRC
coordination center shall do all of the following:

1. Perform one or more functions of an ADRC coordination center.

2. Maintain an agreement with the ADRC coordination center, in the form of a referral agreement,
contract, memorandum of understanding, or similar document, which specifies the duties of the ADRC
local access point.

3. Serve on the advisory board of the ADRC coordination center.
[ARC 0624C, IAB 3/6/13, effective 4/10/13]

17—23.6(231) Population served. The aging and disability resource center, ADRC coordination
centers, and ADRC local access points shall assist the following individuals in seeking long-term care
services and supports:

1. Older individuals;


https://www.legis.iowa.gov/docs/ico/section/231.64.pdf
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Individuals with disabilities who are aged 18 or older;

Family caregivers of older individuals;

Family caregivers of individuals with disabilities who are aged 18 or older;

Individuals who inquire about or request assistance on behalf of older individuals; and

. Individuals who inquire about or request assistance on behalf of individuals with disabilities

who are aged 18 or older.
[ARC 0624C, 1AB 3/6/13, effective 4/10/13]

P

17—23.7(231) Options counselors. An ADRC coordination center shall ensure that options counselors
meet the requirements of this chapter and applicable federal and state law.

23.7(1) Background checks. All ADRC coordination centers shall establish and maintain
background check policies and procedures that include, but are not limited to, the following:

a. A requirement that, prior to beginning employment, all options counselors, whether full-time,
part-time, or unpaid, shall undergo criminal and abuse background checks.

b. A background check includes, at a minimum, a request that the department of public safety
perform a criminal history check and the department of human services perform child and dependent
adult abuse record checks of the applicant in this state.

c.  Protocol for how to proceed in the event that an options counselor applicant is found to have a
criminal history or history of child or dependent adult abuse.

23.7(2) Mandatory reporters. All options counselors shall be considered mandatory reporters
pursuant to lowa Code chapter 235B and shall adhere to federal and state law and applicable rules and
regulations for mandatory reporters.

23.7(3) Options counselor duties. An options counselor shall provide options counseling that is
person-directed and interactive and that allows the consumer to make informed choices about long-term
living services and community supports based upon the consumer’s preferences, strengths and values.

23.7(4) Options counselor minimum qualifications. An options counselor shall possess the following
minimum qualifications:

a. Bachelor’s degree in a human services field; or

b.  License to practice as a registered nurse; or

c¢.  Bachelor’s degree and two years of experience working in the areas of aging, disabilities,
community health, or hospital discharge planning; or

d. Associate’s degree and four years of experience working in the areas of aging, disabilities,
community health, or hospital discharge planning; or

e. License to practice as a licensed practical nurse and four years of experience working in the

areas of aging, disabilities, community health, or hospital discharge planning.
[ARC 1537C, 1AB 7/9/14, effective 8/13/14]

These rules are intended to implement lowa Code section 231.64.
[Filed ARC 0624C (Notice ARC 0507C, IAB 12/12/12), IAB 3/6/13, effective 4/10/13]
[Filed ARC 1537C (Notice ARC 1423C, IAB 4/16/14), IAB 7/9/14, effective 8/13/14]


https://www.legis.iowa.gov/docs/ico/chapter/235B.pdf
https://www.legis.iowa.gov/docs/ico/section/231.64.pdf
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IOWA FINANCE AUTHORITY[265]

[Prior to 7/26/85, Housing Finance Authority[495]]
[Prior to 4/3/91, lowa Finance Authority[524]]

CHAPTER 1
GENERAL

1.1(16) Purpose
1.2(16) Mission
1.3(16) Organization, programs and operations
1.4(16) Location where the public may submit requests or obtain information
1.5(16) Forms

CHAPTER 2

LOAN PROGRAMS
GENERAL PROVISIONS
2.1(16) Administrative agents
TERMS AND CONDITIONS
2.2(16) Interest and fees
2.3 Reserved
2.4(16) Loan conditions
2.5(16) Security for loans
2.6(16) Types of loans
2.7(16) Delinquency and foreclosure
2.8(16) Application processing
2.9(16) Mortgage purchase or loans to lenders for existing, newly built single-family or
multifamily housing—general information

2.10(16) Assumption of mortgages

CHAPTER 3

MULTIFAMILY HOUSING
MULTIFAMILY LOAN PROGRAM

3.1(16) Purpose
3.2(16) Available funds
3.3(16) Intent of the authority
3.4(16) Application procedure
3.5(16) Program guidelines
3.6 and 3.7 Reserved
3.8(16) Multifamily loan program for workforce housing loan assistance
3.9 Reserved
3.10(16) Authority analysis of applications
3.11(16) Discretion of authority board

CHAPTER 4

GENERAL REVENUE BOND PROCEDURES

4.1(16) Revenue bonds authorized
4.2(16) Participating lenders
4.3(16) Procedures for project sponsors
4.4(16) Authority review
4.5(16) Public hearing and approval
4.6(16) Procedures following bond issuance

4.7(16) Right to audit
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5.1(16)
5.2(16)
5.3(16)
541059

5.10(16)
5.11t0 5.19

5.20(16)
5.21(16)
5.22(16)
5.23(16)

6.1(16)
6.2(16)
6.3 10 6.9

6.10(16)
6.11 t0 6.19

6.20(16)
6.21(16)
6.22(16)

7.1(17A)
7.2(17A)
7.3(17A)
7.4(17A)
7.5(17A)
7.6(17A)
7.7(17A)
7.8(17A)
7.9(17A)
7.10(17A)
7.11(17A)
7.12(17A)
7.13(17A)
7.14(17A)

Iowa Finance Authority[265]

CHAPTER 5
SMALL BUSINESS LOAN PROGRAM
PART I
GENERAL
Program description
Waiver
Urban revitalization
Reserved
PART II
DEFINITIONS
Definitions
Reserved
PART III
LOAN CRITERIA AND DOCUMENTATION
Application

Public benefit
Loan criteria
Good character

CHAPTER 6
GROUP HOME FACILITIES LOAN PROGRAM
PART I
GENERAL
Program description
Waiver
Reserved
PART II
DEFINITIONS
Definitions
Reserved
PART 111
LOAN CRITERIA AND DOCUMENTATION
Application
Public benefit
Eligibility

CHAPTER 7

CONTESTED CASES
Scope and applicability
Definitions
Time requirements
Requests for contested case proceeding
Notice of hearing
Presiding officer
Waiver of procedures
Telephone or video proceedings
Disqualification
Consolidation—severance
Pleadings
Service and filing of pleadings and other papers
Discovery
Subpoenas

IAC 7/9/14
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7.15(17A)
7.16(17A)
7.17(17A)
7.18(17A)
7.19(17A)
7.20(17A)
7.21(17A)
7.22(17A)
7.23(17A)
7.24(17A)
7.25(17A)
7.26(17A)
7.27(17A)
7.28(17A)
7.29(17A)
7.30(17A)
7.31(17A)
7.32(17A,16)

8.1(7C)
8.2(7C)
8.3(7C)
8.4(7C)
8.5(7C)
8.6(7C)
8.7(7C)
8.8(7C)
8.9(7C)
8.10(7C)
8.11(7C)

9.1(16)
9.2(16)
9.3(16)
9.4(16)
9.5(16)
9.6(16)
9.7(16)
9.8(16)
9.9(16)
9.10(16)
9.11(16)
9.12(16)
9.13(16)

9.14 and 9.15
9.16(16)
9.17(16)

Iowa Finance Authority[265]

Motions

Prehearing conference
Continuances

Withdrawals

Intervention

Hearing procedures

Evidence

Default

Ex parte communication
Recording costs

Interlocutory appeals

Posthearing procedures and orders
Appeals and review

Applications for rehearing

Stays of authority actions

No factual dispute contested cases
Emergency adjudicative proceedings
Informal procedure prior to hearing

CHAPTER 8
PRIVATE ACTIVITY BOND ALLOCATION

General
Forms
Formula for allocation
Application for allocation
Certification of allocation
State ceiling carryforwards
Expiration dates
Resubmission of expired allocations
Use by political subdivisions
Application and allocation fees
Supplemental cap allocation for 2008

CHAPTER 9
TITLE GUARANTY DIVISION
Definitions
Purpose
Mission
Organization

Location where public may obtain information
Title guaranty program
Waiver of up-to-date title plant requirement

Title guaranty contracts, forms, manual, and staff supplements

Mortgage release certificate

Rates

Claims

Rules of construction

Seal

Reserved

Forms, endorsements, and manuals

Application for waiver of participation requirements
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CHAPTER 41

SHELTER ASSISTANCE FUND
[Prior to 10/20/10, see 261—Ch 29]

265—41.1(16) Purpose. The shelter assistance fund is created for the purposes of rehabilitation,
expansion, or costs of operations of group home shelters for the homeless and domestic violence
shelters, evaluation of services for the homeless, and match moneys for federal funds for the homeless

management information system.
[ARC 9162B, IAB 10/20/10, effective 10/1/10; ARC 9281B, IAB 12/15/10, effective 1/19/11; ARC 1539C, 1AB 7/9/14, effective
8/13/14]

265—41.2(16) Definitions. When used in this chapter, unless the context otherwise requires:

“Applicant” means an eligible provider of homeless services which is applying for program funds.

“Domestic violence shelter” means a homeless shelter primarily or exclusively serving clients who
are homeless due to domestic violence.

“ESG” means the Emergency Solutions Grant Program created pursuant to Title 42 of the U.S. Code
(42 U.S.C. Section 11375) as well as parts of Title 24 of the Code of Federal Regulations (24 CFR Part
576).

“HMIS” means the Homeless Management Information System, which is a client-level data
collection and management system implemented at the community level that allows for better
coordination among agencies providing services to clients.

“Homeless” or “homeless individual” shall have the meaning set forth in 24 CFR Part 91.

“Homeless shelter” means a facility which provides temporary shelter with overnight sleeping
accommodations for homeless persons and which does not require occupants to sign leases or occupancy
agreements. Any project funded to provide shelter under the ESG program or which was awarded SAF
funds during federal fiscal year 2010 may continue to be funded in the shelter category under SAF.

“HUD” means the U.S. Department of Housing and Urban Development.

“IF4” means the lowa finance authority.

“Major rehabilitation” means rehabilitation that involves costs in excess of 75 percent of the value
of the building before rehabilitation.

“Nonprofit organization” means an organization:

1. No part of the net earnings of which inure to the benefit of any member, founder, contributor,
or individual;

2. That has a voluntary board,;

3. That has a functioning accounting system or has designated a fiscal agent that will maintain a
functioning accounting system for the organization;

4.  That practices nondiscrimination in the provision of assistance; and

5. That has registered with the state of lowa as a nonprofit corporation.

“Obligated” means that IFA has placed orders, awarded contracts, received services, or entered into
similar transactions that require payment from the shelter assistance fund. Funds awarded by IFA by a
written agreement or letter of award requiring payment from the shelter assistance fund are obligated.

“Program participant” means any person or family who is homeless or at risk of becoming homeless
and who seeks assistance from a recipient and is provided assistance utilizing SAF funds.

“Recipient” means any organization to which IFA distributes program funds.

“Rehabilitation” means repair directed toward an accumulation of deferred maintenance;
replacement of principal fixtures and components of existing buildings; installation of security devices;
and improvement through alterations or additions to, or enhancements of, existing buildings, including
improvements to increase the efficient use of energy in buildings. Costs of rehabilitation may include
labor, materials, tools, and other costs of improving buildings.

“Renovation” means rehabilitation that involves costs of 75 percent or less of the value of the
building before rehabilitation.

“SAF” means shelter assistance fund according to Iowa Code section 16.41.


https://www.legis.iowa.gov/docs/ico/section/16.41.pdf

Ch41,p.2 Iowa Finance Authority[265] IAC 7/9/14

“Value of the building” means the monetary value assigned to a building by an independent real

estate appraiser or as otherwise reasonably established by the recipient.
[ARC 9162B, IAB 10/20/10, effective 10/1/10; ARC 9281B, IAB 12/15/10, effective 1/19/11; ARC 0183C, IAB 6/27/12, effective
8/1/12; ARC 1539C, IAB 7/9/14, effective 8/13/14]

265—41.3(16) Eligible applicants. City governments, county governments, local public housing
authorities, instrumentalities of government, and nonprofit organizations are eligible applicants under

the SAF program.
[ARC 9162B, IAB 10/20/10, effective 10/1/10; ARC 9281B, IAB 12/15/10, effective 1/19/11; ARC 1539C, IAB 7/9/14, effective
8/13/14]

265—41.4(16) Eligible activities. Eligible activities may include the following, where the activities are
necessary to assist program participants:

1. Rehabilitation, renovation, or expansion of buildings for use in providing services for the
homeless.

2. Normal operating expenses for homeless and domestic violence shelters, including staff
salaries, maintenance (including minor or routine repairs), rent, security, fuel, equipment, insurance,
utilities, food, furnishings, and supplies necessary for the operation of the shelter. Where no appropriate
shelter is available for a homeless family or individual, eligible costs may also include a hotel or motel
voucher for that family or individual. Eligible costs may also include the costs of third-party agencies’
providing food either to one or more shelters or directly to program participants.

3. Essential services for individuals and families in homeless and domestic violence shelters,
including case management, child care, education services, employment assistance and job training,
outpatient health services (to the extent that such health services are otherwise unavailable), legal
services, life skills training, mental health services (to the extent that such mental health services are
otherwise unavailable), substance abuse treatment services (to the extent that such substance abuse
treatment is otherwise unavailable), and transportation (transportation that is necessary to provide
services).

4.  Evaluation of services for the homeless, including the implementation of the HMIS.
[ARC 9162B, IAB 10/20/10, effective 10/1/10; ARC 9281B, IAB 12/15/10, effective 1/19/11; ARC 1539C, IAB 7/9/14, effective
8/13/14]

265—41.5(16) Ineligible activities. As a general rule, any activity that is not authorized under the

provisions of rule 265—41.4(16) is ineligible.
[ARC 9162B, TAB 10/20/10, effective 10/1/10; ARC 9281B, TAB 12/15/10, effective 1/19/11; ARC 1539C, IAB 7/9/14, effective
8/13/14]

265—41.6(16) Application procedures. IFA shall issue requests for applications on an annual basis,
as long as funds are available. Requests for applications may combine the ESG program with the
SAF program. The applications shall be submitted on the forms or on-line system prescribed by IFA.
Application requirements, priorities, and maximum and minimum grant awards will be established by

IFA for each competition.

[ARC 9162B, IAB 10/20/10, effective 10/1/10; ARC 9281B, IAB 12/15/10, effective 1/19/11; ARC 9642B, 1AB 7/27/11, effective
7/8/11; ARC 9828B, IAB 11/2/11, effective 12/7/11; ARC 0183C, IAB 6/27/12, effective 8/1/12; ARC 1539C, IAB 7/9/14, effective
8/13/14]

265—41.7(16) Application review process. The following procedures will be used in the review of
applications for most purposes.

41.7(1) Review; threshold criteria; eligible activities.

a. Review of applications. Applications will be reviewed by a panel appointed by IFA.
Applications will be reviewed based on priorities established during each competition round. Review
criteria include, but are not limited to, program design, applicant experience and capacity, community
partnerships and need, performance, and budget and grant management.

b.  Threshold criteria. IFA will identify threshold criteria that all programs are required to meet in
order to be eligible.
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c.  Activities eligible during funding cycle. Each competition round will specify which of the total
eligible program activities will be supported.

41.7(2) If an application contains an activity determined to be ineligible, at IFA’s discretion, the
ineligible activity may be deleted from the application or the application may be disqualified.

41.7(3) Before making final funding recommendations, IFA may review applications with other state
agencies or other groups with expertise in the area of serving homeless persons. Consultation with other
agencies is intended to avoid duplication and promote maximum utilization of funding sources.

41.7(4) Based on the review process, IFA may revise the overall funding request by activity or
funding level and recommend a final funding figure to the IFA board of directors for approval.

41.7(5) IFA shall establish the period of funding for each competition.
[ARC 9162B, IAB 10/20/10, effective 10/1/10; ARC 9281B, IAB 12/15/10, effective 1/19/11; ARC 1539C, IAB 7/9/14, effective
8/13/14]

265—41.8(16) Matching contributions. IFA reserves the right to designate a portion or all of SAF funds
to be used toward the matching contributions requirement imposed by HUD for ESG funds received by
the state of lowa. If SAF funds are designated as ESG matching contributions, they may not also be
available to meet matching requirements of other grant moneys received by recipients. Recipients will
be informed if SAF funds have been used toward the ESG matching requirement and will be responsible
for ensuring compliance with the matching requirements of other grant programs. The designation of
any portion of SAF funds as ESG matching contributions does not change the amount, type, or recipient
of any award; rather, it solely impacts a SAF grantee’s potential to use SAF grant funds to meet the

matching requirements of certain other grant programs.
[ARC 9162B, TAB 10/20/10, effective 10/1/10; ARC 9281B, TAB 12/15/10, effective 1/19/11; ARC 0183C, IAB 6/27/12, effective
8/1/12; ARC 1539C, 1AB 7/9/14, effective 8/13/14]

265—41.9(16) Funding awards.

41.9(1) Authorization. The IFA board of directors authorizes funding awards during each application
cycle.

41.9(2) Right to negotiate. IFA reserves the right to negotiate the amount of the funding award, the
scale of the project, and alternative methods for completing the project.

41.9(3) Special purpose awards. IFA may, at its discretion, make funding awards for evaluation
of services for the homeless, including the implementation of the HMIS, apart from the application

procedures and application review process for other activities.
[ARC 9162B, IAB 10/20/10, effective 10/1/10; ARC 9281B, IAB 12/15/10, effective 1/19/11; ARC 1539C, IAB 7/9/14, effective
8/13/14]

265—41.10(16) Requirements placed on recipients.

41.10(1) Building use. Any building for which SAF program funds are used must be maintained as
a provider of homeless services for not less than a three-year period or for not less than a ten-year period
if the funding amounts are used for major rehabilitation or conversion of the building. If SAF program
funds are used for operating costs, the recipient is required to continue to provide homeless services for
at least one year. In calculating the applicable time period, the beginning dates of the three- and ten-year
periods are determined as follows:

a. Inthe case of a building that was not operated as a provider of services for the homeless before
receipt of SAF program funds, on the date of initial occupancy as a provider of services to the homeless.

b.  In the case of a building that was operated as a provider of services to the homeless before the
receipt of SAF program funds, on the date that those funds are first obligated to the homeless service
provider.

41.10(2) Building standards. Any building for which SAF program funds are used for renovation,
conversion, rehabilitation, or major rehabilitation must comply with all state and local building codes
and ordinances and any other applicable legal requirements.

41.10(3) Participation by homeless individuals and families. To the maximum extent possible,
SAF program recipients are required to involve, through employment, volunteer services, or otherwise,
homeless individuals and families in constructing, renovating, maintaining, and operating facilities
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assisted with SAF funds, in providing services assisted with SAF funds, and in providing services for
occupants of facilities assisted with SAF funds.

41.10(4) Termination of assistance and grievance procedure. Recipients shall establish and
implement a formal process to terminate assistance to individuals or families who violate program
requirements. This process shall include a hearing that provides individuals a full opportunity to address
issues of noncompliance.

41.10(5) Data reporting system. Recipients shall participate in the HUD-approved HMIS adopted
by IFA as required in the executed contract, unless the recipient qualifies as a domestic violence shelter,
in which case the recipient shall participate in required data collection and reporting activities using a
comparable database as defined by HUD.

41.10(6) Ensuring confidentiality. Recipients shall develop and implement procedures to guarantee
the confidentiality of records pertaining to any individual to whom family violence prevention or
treatment services are provided. In addition, the address or location of any family violence shelter shall
not be disclosed to any person except with written authorization of the shelter director.

41.10(7) Requirements for religious organizations. Recipients shall not engage in religious
proselytizing or counseling using SAF funds, nor require attendance at religious services as a
requirement or condition to receive assistance with SAF funds, nor limit services or give preference to
persons seeking assistance with SAF funds on the basis of religion.

41.10(8) Prohibition against involuntary family separation. 1f a shelter provides services to families
with children under the age of 18, the age of a child under the age of 18 shall not be used as a basis for
denying any family’s admission to shelter.

41.10(9) Lead-based paint. Recipients shall follow the federal rules for lead-based paint, including
the Lead-Based Paint Poisoning Prevention Act (42 U.S.C. 4821-4846), the Residential Lead-Based
Paint Hazard Reduction Act of 1992 (42 U.S.C. 4851-4856), and implementing regulations in 24 CFR
Part 35, Subparts A, B, H, J, K, M, and R, which apply to all shelters occupied by program participants.

41.10(10) Habitability standards. Recipients shall follow the federal rules for habitability, ensuring
that shelters funded with SAF adhere to minimum habitability standards for being safe, sanitary,
and adequately maintained, according to the regulations at CFR Part 576.403. Standards include
considerations for the following: (1) structure and materials, (2) access, (3) space and security, (4)
interior air quality, (5) water supply, (6) sanitary facilities, (7) thermal environment, (8) illumination
and electricity, (9) food preparation, (10) sanitary conditions, and (11) fire safety.

41.10(11) Other requirements. IFA may, at its discretion, impose additional requirements on
recipients, which will be described in the request for applications, the grant contract, or other guidance

materials issued from time to time.

[ARC 9162B, IAB 10/20/10, effective 10/1/10; ARC 9281B, IAB 12/15/10, effective 1/19/11; ARC 9642B, 1AB 7/27/11, effective
7/8/11; ARC 9828B, IAB 11/2/11, effective 12/7/11; ARC 0183C, IAB 6/27/12, effective 8/1/12; ARC 1539C, IAB 7/9/14, effective
8/13/14]

265—41.11(16) Compliance with applicable federal and state laws and regulations. All recipients
shall comply with the lowa Code with respect to activities performed under this program. Use of SAF
program funds shall comply with the following additional requirements.

41.11(1) Nondiscrimination and equal opportunity. All recipients shall comply with the following:

a. The requirements of Title VIII of the Civil Rights Act of 1968, 42 U.S.C. Sections 3601-19
and implementing regulations; Executive Order 11063 and implementing regulations at 24 CFR Part 107
(June 1, 1999); and Title VI of the Civil Rights Act of 1964 (42 U.S.C. Section 2002d) and implementing
regulations at 24 CFR Part 1 (June 1, 1999).

b.  Affirmative action requirements as implemented with Executive Orders 11625, 12432, and
12138 which require that every effort be made to solicit the participation of minority and women business
enterprises (MBE/WBE) in governmental projects.

c.  The prohibitions against discrimination on the basis of age under the Age Discrimination Act
of 1975 (42 U.S.C. Sections 6101-07).

d.  The prohibitions against discrimination against disabled individuals under Section 504 of the
Rehabilitation Act of 1973 and the Americans with Disabilities Act.
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41.11(2) Review of financial statements. All recipients shall obtain from an independent certified
public accountant an annual audit or an annual independent review of the agency’s financial statements.

41.11(3) Conflict of interest. No person who exercises or has exercised any functions or
responsibilities with respect to activities assisted under the SAF program, or who is in a position to
participate in a decision-making process or gain inside information with regard to activities assisted
under the program, may obtain a financial interest or benefit from an assisted activity; have a financial
interest in any contract, subcontract, or agreement with respect to an assisted activity; or have a financial
interest in the proceeds derived from an assisted activity, either for the person or for those with whom
the person has immediate family or business ties, during the person’s tenure or during the one-year
period following the person’s tenure. Persons covered shall include any person who is an employee,

agent, consultant, officer, or elected or appointed official of the recipient.
[ARC 9162B, IAB 10/20/10, effective 10/1/10; ARC 9281B, IAB 12/15/10, effective 1/19/11; ARC 1539C, IAB 7/9/14, effective
8/13/14]

265—41.12(16) Administration.

41.12(1) Contracts. Upon selection of an application for funding, IFA will initiate a contract.
Recipients shall remain responsible for adherence to the requirements of the SAF program rules. These
rules and applicable federal and state laws and regulations shall be deemed to be part of the contract.
Certain activities may require that permits or clearances be obtained from other state agencies before
the start of the project. Funding awards may be conditioned upon the timely completion of these
requirements.

41.12(2) Record keeping and retention. Financial records, supporting documents, statistical records,
and all other records pertinent to the funded program shall be retained by the recipient and made available
to IFA upon request. Proper record retention shall be in accordance with the following:

a. Records for any assisted activity shall be retained for five years after the end of the grant period
and, if applicable, until audit procedures are completed and accepted by IFA.

b.  Representatives of the state auditor’s office and IFA shall have access to all books, accounts,
documents, records, and other property belonging to or in use by a recipient pertaining to the receipt of
assistance under these rules.

41.12(3) Reporting requirements. Recipients shall submit reports to IFA as prescribed in the
contract. Reports include:

a. HMIS data reports. All recipients of SAF program funds are required to submit regular
reports on clients served using the current HMIS reporting process as prescribed by IFA unless a
recipient qualifies as a domestic violence shelter, in which case the recipient shall submit reports using
a comparable database. A comparable database must collect client-level data over time and generate
unduplicated aggregate reports based on that data.

b.  Requests for funds. Recipients shall submit requests for funds during the contract year at
intervals and using forms as prescribed by IFA. IFA may perform any review or field inspections it
deems necessary to ensure program compliance, including review of recipient records and reports. When
problems of compliance are noted, [FA may require remedial actions to be taken. Failure to respond to
notifications of need for remedial action may result in the remedies for noncompliance set forth in subrule
41.12(5).

41.12(4) Amendments to contracts. Any request to amend a contract shall be submitted in writing to
IFA. TIFA will determine if the request to amend is justified based on the material presented in the letter
of request. No amendment is valid until approved in writing by IFA.

41.12(5) Remedies for noncompliance. At any time, [FA may, for cause, find that a recipient is not in
compliance with the requirements under this program. Reasons for a finding of noncompliance include,
but are not limited to, the recipient’s use of program funds for activities not described in its application,
the recipient’s failure to complete approved activities in a timely manner, the recipient’s failure to comply
with any applicable state or federal rules or regulations, or the recipient’s lack of continuing capacity
to carry out the approved program in a timely manner. At its discretion, IFA may employ any of the
following remedies for noncompliance:
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a. Issue awarning letter stating that continued failure to comply with program requirements within
a stated period of time will result in a more serious action.

b.  Condition a future award.

c.  Direct the recipient to stop incurring costs with grant funds.

d.  Require that some or all of the awarded funds be remitted to the state.

e. Reduce the level of funds the recipient would otherwise be entitled to receive.

1~ Elect not to provide future award funds to the recipient until appropriate actions are taken to
ensure compliance.

. Prohibit a future award of funds.
[ARC 9162B, IAB 10/20/10, effective 10/1/10; ARC 9281B, IAB 12/15/10, effective 1/19/11; ARC 9642B, IAB 7/27/11, effective
7/8/11; ARC 9828B, IAB 11/2/11, effective 12/7/11; ARC 0183C, IAB 6/27/12, effective 8/1/12; ARC 1539C, IAB 7/9/14, effective
8/13/14]

These rules are intended to implement Iowa Code sections 16.5(1) “r” and 16.41.
[Filed Emergency ARC 9162B, IAB 10/20/10, effective 10/1/10]
[Filed ARC 9281B (Notice ARC 9163B, IAB 10/20/10), IAB 12/15/10, effective 1/19/11]
[Filed Emergency ARC 9642B, IAB 7/27/11, effective 7/8/11]
[Filed ARC 9828B (Notice ARC 9643B, IAB 7/27/11), IAB 11/2/11, effective 12/7/11]
[Filed ARC 0183C (Notice ARC 0096C, 1AB 4/18/12), IAB 6/27/12, effective 8/1/12]
[Filed ARC 1539C (Notice ARC 1459C, 1AB 5/14/14), IAB 7/9/14, eftective 8/13/14]


https://www.legis.iowa.gov/docs/ico/section/16.5.pdf
https://www.legis.iowa.gov/docs/ico/section/16.41.pdf
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CHAPTER 79
OTHER POLICIES RELATING TO PROVIDERS OF

MEDICAL AND REMEDIAL CARE
[Prior to 7/1/83, Social Services[770] Ch 79]

441—79.1(249A) Principles governing reimbursement of providers of medical and health
services. The basis of payment for services rendered by providers of services participating in the
medical assistance program is either a system based on the provider’s allowable costs of operation
or a fee schedule. Generally, institutional types of providers such as hospitals and nursing facilities
are reimbursed on a cost-related basis, and practitioners such as physicians, dentists, optometrists,
and similar providers are reimbursed on the basis of a fee schedule. Providers of service must accept
reimbursement based upon the department’s methodology without making any additional charge to the
member.

79.1(1) Types of reimbursement.

a.  Prospective cost-related. Providers are reimbursed on the basis of a per diem rate calculated
prospectively for each participating provider based on reasonable and proper costs of operation. The rate
is determined by establishing a base year per diem rate to which an annual index is applied.

b.  Retrospective cost-related. Providers are reimbursed on the basis of a per diem rate calculated
retrospectively for each participating provider based on reasonable and proper costs of operation with
suitable retroactive adjustments based on submission of financial and statistical reports by the provider.
The retroactive adjustment represents the difference between the amount received by the provider during
the year for covered services and the amount determined in accordance with an accepted method of
cost apportionment (generally the Medicare principles of apportionment) to be the actual cost of service
rendered medical assistance recipients.

c. Feeschedules. Fees for the various procedures involved are determined by the department with
advice and consultation from the appropriate professional group. The fees are intended to reflect the
amount of resources (time, training, experience) involved in each procedure. Individual adjustments will
be made periodically to correct any inequity or to add new procedures or eliminate or modify others. If
product cost is involved in addition to service, reimbursement is based either on a fixed fee, wholesale
cost, or on actual acquisition cost of the product to the provider, or product cost is included as part of the
fee schedule. Providers on fee schedules are reimbursed the lower of:

(1) The actual charge made by the provider of service.

(2) The maximum allowance under the fee schedule for the item of service in question.

Payment levels for fee schedule providers of service will be increased on an annual basis by an
economic index reflecting overall inflation as well as inflation in office practice expenses of the particular
provider category involved to the extent data is available. Annual increases will be made beginning July
1, 1988.

There are some variations in this methodology which are applicable to certain providers. These are
set forth below in subrules 79.1(3) to 79.1(9) and 79.1(15).

Fee schedules in effect for the providers covered by fee schedules can be obtained from the
department’s Web site at: http://www.ime.state.ia.us/Reports Publications/FeeSchedules.html.

d.  Feeforservice with cost settlement. Providers of case management services shall be reimbursed
on the basis of a payment rate for a 15-minute unit of service based on reasonable and proper costs for
service provision. The fee will be determined by the department with advice and consultation from the
appropriate professional group and will reflect the amount of resources involved in service provision.

(1) Providers are reimbursed throughout each fiscal year on the basis of a projected unit rate for
each participating provider. The projected rate is based on reasonable and proper costs of operation,
pursuant to federally accepted reimbursement principles (generally Medicare or OMB A-87 principles).

(2) Payments are subject to annual retrospective cost settlement based on submission of actual costs
of operation and service utilization data by the provider on Form 470-0664, Financial and Statistical
Report. The cost settlement represents the difference between the amount received by the provider
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during the year for covered services and the amount supported by the actual costs of doing business,
determined in accordance with an accepted method of cost appointment.

(3) The methodology for determining the reasonable and proper cost for service provision assumes
the following:

1. The indirect administrative costs shall be limited to 23 percent of other costs. Other costs
include: professional staff — direct salaries, other — direct salaries, benefits and payroll taxes associated
with direct salaries, mileage and automobile rental, agency vehicle expense, automobile insurance, and
other related transportation.

2. Mileage shall be reimbursed at a rate no greater than the state employee rate.

3. The rates a provider may charge are subject to limits established at 79.1(2).

4. Costs of operation shall include only those costs that pertain to the provision of services which
are authorized under rule 441—90.3(249A).

e.  Retrospectively limited prospective rates. Providers are reimbursed on the basis of a rate for a
unit of service calculated prospectively for each participating provider (and, for supported community
living daily rates, for each consumer or site) based on projected or historical costs of operation subject
to the maximums listed in subrule 79.1(2) and to retrospective adjustment pursuant to subparagraph
79.1(1) “e”(3).

(1) The prospective rates for new providers who have not submitted six months of cost reports will
be based on a projection of the provider’s reasonable and proper costs of operation until the provider has
submitted an annual cost report that includes a minimum of six months of actual costs.

(2) The prospective rates paid established providers who have submitted an annual report with
a minimum of a six-month history are based on reasonable and proper costs in a base period and are
adjusted annually for inflation.

(3) The prospective rates paid to both new and established providers are subject to the maximums
listed in subrule 79.1(2) and to retrospective adjustment based on the provider’s actual, current costs
of operation as shown by financial and statistical reports submitted by the provider, so as not to exceed
reasonable and proper costs actually incurred by more than 4.5 percent.

f Contractual rate. Providers are reimbursed on a basis of costs incurred pursuant to a contract
between the provider and subcontractor.

g Retrospectively adjusted prospective rates. Critical access hospitals are reimbursed
prospectively, with retrospective adjustments based on annual cost reports submitted by the hospital
at the end of the hospital’s fiscal year. The retroactive adjustment equals the difference between
the reasonable costs of providing covered services to eligible fee-for-service Medicaid members
(excluding members in managed care), determined in accordance with Medicare cost principles, and
the Medicaid reimbursement received. Amounts paid that exceed reasonable costs shall be recovered
by the department. See paragraphs 79.1(5) “aa” and 79.1(16) “A.”

h.  Indian health service 638 facilities. Indian health service 638 facilities as defined at rule
441—77.45(249A) are paid a special daily base encounter rate for all Medicaid-covered services
rendered to American Indian or Alaskan native persons who are Medicaid-eligible. This rate is updated
periodically and published in the Federal Register after being approved by the Office of Management
and Budget. Indian health service 638 facilities may bill only one charge per patient per day for services
provided to American Indians or Alaskan natives, which shall include all services provided on that day.

Services provided to Medicaid recipients who are not American Indians or Alaskan natives will
be paid at the fee schedule allowed by Iowa Medicaid for the services provided and will be billed
separately by CPT code on the CMS-1500 Health Insurance Claim Form. Claims for services provided
to Medicaid recipients who are not American Indians or Alaskan natives must be submitted by the
individual practitioner enrolled in the lowa Medicaid program, but may be paid to the facility if the
provider agreement so stipulates.
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79.1(2) Basis of reimbursement of specific provider categories.

Provider category

Advanced registered nurse
practitioners

Ambulance

Ambulatory surgical centers

Area education agencies

Assertive community treatment

Audiologists

Behavioral health intervention

Behavioral health services
Birth centers
Chiropractors

Clinics

Community mental health
centers and providers of mental health
services to county residents pursuant
to a waiver approved under lowa
Code section 225C.7(3)

Dentists

Durable medical equipment, prosthetic
devices and medical supply dealers

Family planning clinics

Federally qualified health
centers

Basis of reimbursement

Fee schedule

Fee schedule

Base rate fee schedule as
determined by Medicare.
See 79.1(3)

Fee schedule

Fee schedule

Fee schedule

Fee schedule as determined by
the Iowa Plan for Behavioral
Health

Fee schedule

Fee schedule

Fee schedule

Fee schedule

Retrospective cost-related.
See 79.1(25)

Fee schedule

Fee schedule.
See 79.1(4)

Fee schedule

Retrospective cost-related.
See 441—88.14(249A)
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Upper limit
Fee schedule in effect 6/30/13
plus 1%.

Ground ambulance: Fee
schedule in effect 6/30/14

plus 10%.

Air ambulance: Fee schedule in
effect 6/30/14 plus 10%.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 6/30/00
plus 0.7%.

$51.08 per day for each day on
which a team meeting is held.
Maximum of 5 days per week.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 7/1/13.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 6/30/13
plus 1%.

Maximum physician
reimbursement rate.

100% of reasonable Medicaid
cost as determined by Medicare
cost reimbursement principles.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 6/30/13
plus 1%.

1. Prospective payment rate
as required by the Medicare,
Medicaid, and SCHIP Benefits
Improvement and Protection
Act of 2000 (BIPA 2000) or
an alternative methodology
allowed thereunder, as specified
in “2” below.

2. 100% of reasonable cost as
determined by Medicare cost
reimbursement principles.


https://www.legis.iowa.gov/docs/ico/section/225C.7.pdf
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Provider category Basis of reimbursement Upper limit

3. In the case of services
provided pursuant to a contract
between an FQHC and a
managed care organization
(MCO), reimbursement from
the MCO shall be supplemented
to achieve “1” or “2” above.

HCBS waiver service providers, Except as noted, limits apply to

including: all waivers that cover the named
provider.

1. Adult day care Fee schedule Effective 7/1/13, for AIDS/HIV,

brain injury, elderly, and ill
and handicapped waivers:
Provider’s rate in effect 6/30/13
plus 3%, converted to a
15-minute, half-day, full-day, or
extended-day rate. If no 6/30/13
rate: Veterans Administration
contract rate or $1.45 per
15-minute unit, $23.24 per
half day, $46.26 per full day,
or $69.37 per extended day

if no Veterans Administration
contract.

Effective 7/1/13, for intellectual
disability waiver: County
contract rate or, in the
absence of a contract rate,
provider’s rate in effect 6/30/13
plus 3%, converted to a
15-minute, half-day, full-day, or
extended-day rate. If no 6/30/13
rate, $1.94 per 15-minute unit,
$30.96 per half day, $61.80 per
full day, or $78.80 per extended
day.

2. Emergency response system:

Personal response system Fee schedule Effective 7/1/13, provider’s rate
in effect 6/30/13 plus 3%. If no
6/30/13 rate: Initial one-time
fee: $52.04. Ongoing monthly
fee: $40.47.

Portable locator system Fee schedule Effective 7/1/13, provider’s rate
in effect 6/30/13 plus 3%. If no
6/30/13 rate: One equipment
purchase: $323.26. Initial
one-time fee: $52.04. Ongoing
monthly fee: $40.47.



IAC 7/9/14

Provider category
3. Home health aides

4. Homemakers

5. Nursing care

6. Respite care when provided by:
Home health agency:

Specialized respite

Human Services[441]

Basis of reimbursement

Retrospective cost-related

Fee schedule

For elderly and intellectual
disability waivers: Fee schedule
as determined by Medicare.

For AIDS/HIV and health and
disability waivers: Agency’s
financial and statistical cost
report and Medicare percentage
rate per visit.

Cost-based rate for nursing
services provided by a home
health agency

Ch 79, p.5

Upper limit
For AIDS/HIV, elderly, and
health and disability waivers
effective 7/1/13: Lesser of
maximum Medicare rate in
effect 6/30/13 plus 3% or
maximum Medicaid rate in
effect 6/30/13 plus 3%.

For intellectual disability
waiver effective 7/1/13: Lesser
of maximum Medicare rate

in effect 6/30/13 plus 3%

or maximum Medicaid rate

in effect 6/30/13 plus 3%,
converted to an hourly rate.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $5.20 per
15-minute unit.

For elderly waiver effective
7/1/13, provider’s rate in effect
6/30/13 plus 3%. If no 6/30/13
rate: $87.12 per visit.

For intellectual disability
waiver effective 7/1/13: Lesser
of maximum Medicare rate

in effect 6/30/13 plus 3%

or maximum Medicaid rate

in effect 6/30/13 plus 3%,
converted to an hourly rate.

For AIDS/HIV and health and
disability waivers effective
7/1/13, provider’s rate in effect
6/30/13 plus 3%. If no 6/30/13
rate: $87.12 per visit.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: Lesser

of maximum Medicare rate
in effect 6/30/13 plus 3%,
converted to a 15-minute rate,
or maximum Medicaid rate

in effect 6/30/13 plus 3%,
converted to a 15-minute rate,
not to exceed $311.97 per day.
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Provider category
Basic individual respite

Group respite

Home care agency:

Specialized respite

Basic individual respite

Group respite

Nonfacility care:

Specialized respite

Basic individual respite

Group respite

Human Services[441]

Basis of reimbursement

Cost-based rate for home health
aide services provided by a home
health agency

Fee schedule

Fee schedule

Fee schedule

Fee schedule

Fee schedule

Fee schedule

Fee schedule

IAC 7/9/14

Upper limit

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: Lesser

of maximum Medicare rate
in effect 6/30/13 plus 3%,
converted to a 15-minute rate,
or maximum Medicaid rate
in effect 6/30/13 plus 3%,
converted to a 15-minute rate,
not to exceed $311.97 per day.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $3.45 per
15-minute unit, not to exceed
$311.97 per day.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $8.87 per
15-minute unit, not to exceed
$311.97 per day.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $4.73 per
15-minute unit, not to exceed
$311.97 per day.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $3.45 per
15-minute unit, not to exceed
$311.97 per day.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $8.87 per
15-minute unit, not to exceed
$311.97 per day.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $4.73 per
15-minute unit, not to exceed
$311.97 per day.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $3.45 per
15-minute unit, not to exceed
$311.97 per day.
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Provider category
Facility care:

Hospital or nursing facility
providing skilled care

Nursing facility

Camps

Adult day care

Intermediate care facility
for persons with an intellectual
disability

Residential care facilities
for persons with an intellectual
disability

Foster group care

Child care facilities

7. Chore service

Human Services[441]

Basis of reimbursement

Fee schedule

Fee schedule

Fee schedule

Fee schedule

Fee schedule

Fee schedule

Fee schedule

Fee schedule

Fee schedule
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Upper limit

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $3.45 per
15-minute unit, not to exceed
the facility’s daily Medicaid rate
for skilled nursing level of care.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $3.45 per
15-minute unit, not to exceed
the facility’s daily Medicaid
rate.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $3.45 per
15-minute unit, not to exceed
$311.97 per day.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $3.45 per
15-minute unit, not to exceed
rate for regular adult day care
services.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $3.45 per
15-minute unit, not to exceed
the facility’s daily Medicaid
rate.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $3.45 per
15-minute unit, not to exceed
contractual daily rate.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $3.45 per
15-minute unit, not to exceed
daily rate for child welfare
services.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $3.45 per
15-minute unit, not to exceed
contractual daily rate.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $4.05 per
15-minute unit.
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Provider category
8. Home-delivered meals

9. Home and vehicle
modification

10. Mental health outreach
providers

11. Transportation

12. Nutritional counseling

13. Assistive devices

14. Senior companion

15. Consumer-directed attendant
care provided by:

Agency (other than an elderly
waiver assisted living program)

Human Services[441]

Basis of reimbursement

Fee schedule

Fee schedule. See 79.1(17)

Fee schedule

Fee schedule

Fee schedule

Fee schedule. See 79.1(17)

Fee schedule

Fee agreed upon by
member and provider

IAC 7/9/14

Upper limit
Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%.
If no 6/30/13 rate: $8.10 per
meal. Maximum of 14 meals
per week.

For elderly waiver effective
7/1/13: $1,061.11 lifetime
maximum.

For intellectual disability waiver
effective 7/1/13: $5,305.53
lifetime maximum.

For brain injury, health and
disability, and physical

disability waivers effective
7/1/13: $6,366.64 per year.

Effective 7/1/13, provider’s rate
in effect 6/30/13 plus 3%. If no
6/30/13 rate: On-site Medicaid
reimbursement rate for center
or provider. Maximum of 1,440
units per year.

Effective 10/1/13: The
provider’s nonemergency
medical transportation contract
rate or, in the absence of

a nonemergency medical
transportation contract rate, the
median nonemergency medical
transportation contract rate paid
per mile or per trip within the
member’s DHS region.

Effective 7/1/13 for non-county
contract: Provider’s rate

in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $8.67 per
15-minute unit.

Effective 7/1/13: $115.62 per
unit.

Effective 7/1/13 for non-county
contract: Provider’s rate

in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $1.87 per
15-minute unit.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $5.30 per
15-minute unit, not to exceed
$122.62 per day.
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Provider category

Assisted living program (for
elderly waiver only)

Individual

16. Counseling:

Individual

Group

17. Case management

18. Supported community living

19. Supported employment:
Activities to obtain a job:

Job development

Employer development

Enhanced job search

Human Services[441]

Basis of reimbursement

Fee agreed upon by
member and provider

Fee agreed upon by
member and provider

Fee schedule

Fee schedule

Fee for service with cost
settlement. See 79.1(1)“d.”

Retrospectively limited
prospective rates. See 79.1(15)

Fee schedule

Fee schedule

Retrospectively limited
prospective rates. See 79.1(15)

Ch 79, p.9

Upper limit
Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $5.30 per
15-minute unit, not to exceed
$122.62 per day.

Effective 7/1/13, $3.54 per
15-minute unit, not to exceed
$82.53 per day.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $11.34 per
15-minute unit.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $11.33 per
15-minute unit. Rate is divided
by six, or, if the number of
persons who comprise the group
exceeds six, the actual number
of persons who comprise the

group.
For brain injury and elderly

waivers: Retrospective
cost-settled rate.

For intellectual disability and
brain injury waiver effective
7/1/13: $9.19 per 15-minute
unit, not to exceed the maximum
daily ICF/ID rate per day plus
3%.

Effective 7/1/13, provider’s rate
in effect 6/30/13 plus 3%. If no
6/30/13 rate: $955.00 per unit
(job placement). Maximum of
two units per 12 months.

Effective 7/1/13, provider’s rate
in effect 6/30/13 plus 3%. If no
6/30/13 rate: $955.00 per unit
(job placement). Maximum of
two units per 12 months.

Effective 7/1/13: $9.19 per
15-minute unit. Maximum of
104 units per 12 months.
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Provider category

Supports to maintain
employment

20. Specialized medical equipment

21. Behavioral programming

22. Family counseling and training

23. Prevocational services

24. Interim medical monitoring
and treatment:

Home health agency
(provided by home health
aide)

Home health agency
(provided by nurse)

Child development home
or center

Supported community living
provider

Human Services[441]

Basis of reimbursement

Retrospectively limited
prospective rates. See 79.1(15)

Fee schedule. See 79.1(17)

Fee schedule

Fee schedule

Fee schedule

Cost-based rate for home health
aide services provided by a home
health agency

Cost-based rate for nursing
services provided by a home
health agency

Fee schedule

Retrospectively limited
prospective rate. See 79.1(15)

IAC 7/9/14

Upper limit

Effective 7/1/13: $9.19 per
15-minute unit for all activities
other than personal care and
services in an enclave setting.
$5.20 per 15-minute unit

for personal care. $1.63 per
15-minute unit for services in
an enclave setting. $3,029.62
per month for total service.
Maximum of 160 units per
week.

Effective 7/1/13, $6,366.64 per
year.

Effective 7/1/13, provider’s rate
in effect 6/30/13 plus 3%. If
no 6/30/13 rate: $11.34 per 15
minutes.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $11.33 per
15-minute unit.

County contract rate or, in
absence of a contract rate,
effective 7/1/13: Lesser of
provider’s rate in effect 6/30/13
plus 3%, $50.66 per day or
$13.87 per hour.

Effective 7/1/13: Lesser of
maximum Medicare rate

in eftect 6/30/13 plus 3%,
converted to a 15-minute rate,
or maximum Medicaid rate
in effect 6/30/13 plus 3%,
converted to a 15-minute rate.

Effective 7/1/13: Lesser of
maximum Medicare rate

in effect 6/30/13 plus 3%,
converted to a 15-minute rate,
or maximum Medicaid rate
in effect 6/30/13 plus 3%,
converted to a 15-minute rate.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $3.45 per
15-minute unit.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $9.19 per
15-minute unit, not to exceed
the maximum ICF/ID rate per
day plus 3%.
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Provider category

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Residential-based supported
community living

Day habilitation

Environmental modifications
and adaptive devices

Family and community support
services

In-home family therapy

Financial management services

Independent support broker

Self-directed personal care

Self-directed community
supports and employment

Individual-directed goods
and services

Assisted living on-call
service providers (elderly
waiver only)

Health home services provider

Hearing aid dispensers

Home- and community-based
habilitation services:

1. Case management

2. Home-based habilitation

3. Day habilitation

Human Services[441]

Basis of reimbursement

Retrospectively limited
prospective rates. See 79.1(15)

Fee schedule

Fee schedule. See 79.1(17)

Retrospectively limited
prospective rates. See 79.1(15)

Fee schedule

Fee schedule

Rate negotiated by member

Rate negotiated by member
Rate negotiated by member
Rate negotiated by member

Fee agreed upon by member
and provider.

Fee schedule based on the
member’s qualifying health
condition(s).

Fee schedule plus product
acquisition cost

See 79.1(24)“d”
See 79.1(24)“d”

See 79.1(24)"“d”
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Upper limit
Effective 7/1/13: Not to exceed
the maximum ICF/ID rate per
day plus 3%.

Effective 7/1/13: County
contract rate converted to a
15-minute or daily rate or,
in the absence of a contract
rate, provider’s rate in effect
6/30/13 plus 3%, converted
to a 15-minute or daily rate.
If no 6/30/13 rate: $3.47 per
15-minute unit or $67.55 per
day.

Effective 7/1/13, $6,366.64 per
year.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $9.19 per
15-minute unit.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%,
converted to a 15-minute rate.
If no 6/30/13 rate: $24.60 per
15-minute unit.

Effective 7/1/13, provider’s
rate in effect 6/30/13 plus 3%.
If no 6/30/13 rate: $68.97 per
enrolled member per month.

Effective 7/1/13, provider’s rate
in effect 6/30/13 plus 3%. If no
6/30/13 rate: $15.91 per hour.

Determined by member’s
individual budget.

Determined by member’s
individual budget.

Determined by member’s
individual budget.

$25.75 per day.

Monthly fee schedule amount.

Fee schedule in effect 6/30/13
plus 1%.

Retrospective cost-settled rate.

Effective 7/1/13: $11.68 per
15-minute unit, not to exceed
$6,083 per month, or $200 per
day.

Effective 7/1/13: $3.30 per
15-minute unit or $64.29 per
day.
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Provider category
4. Prevocational habilitation

5. Supported employment:
Activities to obtain a job:

Job development

Employer development

Enhanced job search

Supports to maintain
employment

Home health agencies

1. Skilled nursing, physical therapy,
occupational therapy, speech therapy,
home health aide, and medical
social services; home health care for
maternity patients and children

2. Private-duty nursing and
personal cares for members aged 20
or under

3. Administration of vaccines

Hospices

Hospitals (Critical access)

Hospitals (Inpatient)

Hospitals (Outpatient)

Independent laboratories

Indian health service 638 facilities

Human Services[441]

Basis of reimbursement
See 79.1(24)“d”

See 79.1(24)“d”

See 79.1(24)“d”

See 79.1(24)“d”

See 79.1(24)“d”

Fee schedule. See 79.1(26).
For members living in a nursing
facility, see 441—paragraph
8lL.6(11)“r”

Retrospective cost-related. See
79.1(27)

Physician fee schedule

Fee schedule as determined
by Medicare

Retrospectively adjusted
prospective rates. See
79.1(1)“g” and 79.1(5)

Prospective reimbursement.
See 79.1(5)

Prospective reimbursement or
hospital outpatient fee schedule.
See 79.1(16)“c”

Fee schedule.
See 79.1(6)

1. Base rate as determined
by the United States Office of
Management and Budget for
outpatient visits for American
Indian and Alaskan native
members.
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Upper limit

Effective 7/1/13: $13.47 per
hour or $48.22 per day.

$909 per unit (job placement).
Maximum of two units per 12
months.

$909 per unit (job placement).
Maximum of two units per 12
months.

Effective 7/1/13: Maximum of
$8.75 per 15-minute unit and
104 units per 12 months.

Effective 7/1/13: $1.55 per
15-minute unit for services in
an enclave setting; $4.95 per
15-minute unit for personal
care; and $8.75 per 15-minute
unit for all other services. Total
not to exceed $2,883.71 per
month. Maximum of 160 units
per week.

Effective 7/1/13: Medicare
LUPA rates in effect on July 1,
2013, updated July 1 every two
years.

Effective 7/1/13: Actual and
allowable cost not to exceed a
maximum of 133% of statewide
average.

Physician fee schedule rate.

Medicare cap.
(See 79.1(14)“d”)

The reasonable cost of covered
services provided to medical
assistance recipients or the
upper limits for other hospitals,
whichever is greater.

Reimbursement rate in effect
6/30/13 plus 1%.

Ambulatory payment
classification rate or hospital
outpatient fee schedule rate in
effect 6/30/13 plus 1%.

Medicare fee schedule less 5%.
See 79.1(6)

1. Office of Management and
Budget rate published in the
Federal Register for outpatient
visit rate.
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Provider category

Infant and toddler program
providers

Intermediate care facilities
for persons with an intellectual
disability

Lead inspection agency

Local education agency
services providers

Maternal health centers

Nursing facilities:
1. Nursing facility care

Human Services[441]

Basis of reimbursement

2. Fee schedule for service
provided for all other
Medicaid members.

Fee schedule

Prospective reimbursement.
See 441—82.5(249A)

Fee schedule
Fee schedule

Reasonable cost per procedure on
a prospective basis as determined
by the department based on
financial and statistical data
submitted annually by the
provider group

Prospective reimbursement.

See 441—subrule 81.10(1)

and 441—81.6(249A). The
percentage of the median used to
calculate the direct care excess
payment allowance ceiling
under 441—381.6(16) “d”’(1)“1”
and (2)“1” is 95% of the
patient-day-weighted median.
The percentage of the difference
used to calculate the direct care
excess payment allowance is 0%.
The percentage of the median
used to calculate the direct care
excess payment allowance limit is
10% of the patient-day-weighted
median. The percentage of

the median used to calculate
the non-direct care excess
payment allowance ceiling
under 441—81.6(16) “d’(1)*2”
and (2)“2” is 96% of the
patient-day-weighted median.
The percentage of the difference
used to calculate the non-direct
care excess payment allowance
limit is 0%. The percentage of
the median used to calculate the
non-direct care excess payment
allowance limit is 8% of the
patient-day-weighted median.

Ch 79, p.13

Upper limit
2. Fee schedule.

Fee schedule.

Eightieth percentile of
facility costs as calculated from
annual cost reports.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule.

Fee schedule in effect 6/30/13
plus 1%.

See 441—subrules 81.6(4)
and 81.6(14) and paragraph
81.6(16)“f.” The direct
care rate component limit
under 441—81.6(16) “’f(1)
and (2) is 120% of the
patient-day-weighted
median. The non-direct
care rate component limit
under 441—381.6(16) “f(1)
and (2) is 110% of the
patient-day-weighted median.
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Provider category

2. Hospital-based, Medicare-certified
nursing care

Occupational therapists

Opticians

Optometrists

Orthopedic shoe dealers

Pharmaceutical case
management

Pharmacy administration
of influenza vaccine to children

Physical therapists

Physicians (doctors of medicine
or osteopathy)

Anesthesia services

Physician-administered drugs

Human Services[441]

Basis of reimbursement

Prospective reimbursement.

See 441—subrule 81.10(1)

and 441—81.6(249A). The
percentage of the median used to
calculate the direct care excess
payment allowance ceiling under
441—81.6(16) “d’(3)“1” is 95%
of the patient-day-weighted
median. The percentage of the
difference used to calculate

the direct care excess payment
allowance is 0%. The percentage
of the median used to calculate
the direct care excess payment
allowance limit is 10% of

the patient-day-weighted
median. The percentage of

the median used to calculate

the non-direct care excess
payment allowance ceiling under
441—81.6(16) “d ’(3)*2” is 96%
of the patient-day-weighted
median. The percentage of the
difference used to calculate the
non-direct care excess payment
allowance limit is 0%. The
percentage of the median used
to calculate the non-direct care
excess payment allowance limit

is 8% of the patient-day-weighted

median.

Fee schedule. For members
residing in a nursing facility, see
441—paragraph 81.6(11)“r.”

Fee schedule. Fixed fee for
lenses and frames; other
optical materials at product
acquisition cost

Fee schedule. Fixed fee for
lenses and frames; other
optical materials at product
acquisition cost

Fee schedule

Fee schedule.
See 79.1(18)

Physician fee schedule for
immunization administration

Fee schedule. For members
residing in a nursing facility, see
441—paragraph 81.6(11)“r”

Fee schedule.
See 79.1(7) “a”

Fee schedule

Fee schedule

IAC 7/9/14

Upper limit

See 441—subrules 81.6(4)
and 81.6(14) and paragraph
81.6(16) “f.” The direct care
rate component limit under
441—81.6(16) “f”(3) is 120%
of the patient-day-weighted
median. The non-direct care
rate component limit under
441—81.6(16) “f"(3) is 110%
of the patient-day-weighted
median.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 6/30/13
plus 1%.

Refer to 79.1(18).

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 6/30/13
plus 1%.

Fee schedule in effect 6/30/13
plus 1%.
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Provider category Basis of reimbursement Upper limit
Qualified primary care services See 79.1(7) “c” Rate provided by 79.1(7) “c”
furnished in 2013 or 2014

Podiatrists Fee schedule Fee schedule in effect 6/30/13

plus 1%.
Prescribed drugs See 79.1(8) Amount pursuant to 79.1(8).

Psychiatric medical institutions

for children:

1. Inpatient Retrospective cost-related Effective 8/1/11: Actual and
allowable cost not to exceed a
maximum for non-state-owned
providers of 103% of
patient-day-weighted average
costs of non-state-owned
providers located within lowa.

2. Outpatient day treatment Fee schedule Fee schedule in effect 6/30/13
plus 1%.
Psychologists Fee schedule Fee schedule in effect 6/30/13
plus 1%.
Public health agencies Fee schedule Fee schedule rate in effect
6/30/13 plus 1%.
Rehabilitation agencies Fee schedule. For members Medicaid fee schedule in effect
residing in a nursing facility, see  6/30/13 plus 1%; refer to
441—paragraph 81.6(11)“r.” 79.1(21).
Remedial services Retrospective cost-related. 110% of average cost less 5%.
See 79.1(23)
Rural health clinics Retrospective cost-related. 1. Prospective payment rate
See 441—88.14(249A) as required by the Medicare,

Medicaid, and SCHIP Benefits
Improvement and Protection
Act of 2000 (BIPA 2000) or

an alternative methodology
allowed thereunder, as specified
in “2” below.

2. 100% of reasonable cost as
determined by Medicare cost
reimbursement principles.

3. In the case of services
provided pursuant to a contract
between an RHC and a managed
care organization (MCO),
reimbursement from the MCO
shall be supplemented to
achieve “1” or “2” above.

Screening centers Fee schedule Fee schedule in effect 6/30/13
plus 1%.
Speech-language pathologists Fee schedule Fee schedule in effect 6/30/13
plus 1%.
State-operated institutions Retrospective cost-related
Targeted case management Fee for service with cost Retrospective cost-settled rate.
providers settlement. See 79.1(1)“d.”

79.1(3) Ambulatory surgical centers.

a. Payment is made for facility services on a fee schedule determined by the department and
published on the department’s Web site. These fees are grouped into nine categories corresponding
to the difficulty or complexity of the surgical procedure involved.
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b.  Services of the physician or the dentist are reimbursed on the basis of a fee schedule (see
paragraph 79.1(1) “c”). This payment is made directly to the physician or dentist.

79.1(4) Durable medical equipment, prosthetic devices, medical supply dealers. Fees for durable
medical appliances, prosthetic devices and medical supplies are developed from several pricing sources
and are based on pricing appropriate to the date of service; prices are developed using prior calendar year
price information. The average wholesale price from all available sources is averaged to determine the
fee for each item. Payment for used equipment will be no more than 80 percent of the purchase allowance.
For supplies, equipment, and servicing of standard wheelchairs, standard hospital beds, enteral nutrients,
and enteral and parenteral supplies and equipment, the fee for payment shall be the lowest price for
which the devices are widely and consistently available in a locality. Reimbursement over an established
Medicaid fee schedule amount may be allowed pursuant to the criteria at 441—paragraph 78.10(5) “n.”

79.1(5) Reimbursement for hospitals.

a.  Definitions.

“Adolescent” shall mean a Medicaid patient 17 years or younger.

“Adult” shall mean a Medicaid patient 18 years or older.

“Average daily rate” shall mean the hospital’s final payment rate multiplied by the DRG weight and
divided by the statewide average length of stay for a DRG.

“Base year cost report” means the hospital’s cost report with fiscal year end on or after January 1,
2007, and before January 1, 2008, except as noted in 79.1(5) “x. ” Cost reports shall be reviewed using
Medicare’s cost reporting and cost reimbursement principles for those cost reporting periods.

“Blended base amount” shall mean the case-mix-adjusted, hospital-specific operating cost per
discharge associated with treating Medicaid patients, plus the statewide average case-mix-adjusted
operating cost per Medicaid discharge, divided by two. This base amount is the value to which
payments for inflation and capital costs are added to form a final payment rate. The costs of hospitals
receiving reimbursement as critical access hospitals during any of the period included in the base-year
cost report shall not be used in determining the statewide average case-mix-adjusted operating cost per
Medicaid discharge.

For purposes of calculating the disproportionate share rate only, a separate blended base amount shall
be determined for any hospital that qualifies for a disproportionate share payment only as a children’s
hospital based on a distinct area or areas serving children. This separate amount shall be determined
using only the case-mix-adjusted operating cost per discharge associated with treating Medicaid patients
in the distinct area or areas of the hospital where services are provided predominantly to children under
18 years of age.

“Blended capital costs” shall mean case-mix-adjusted hospital-specific capital costs, plus statewide
average capital costs, divided by two. The costs of hospitals receiving reimbursement as critical access
hospitals during any of the period of time included in the base-year cost report shall not be used in
determining the statewide average capital costs.

For purposes of calculating the disproportionate share rate only, separate blended capital costs shall
be determined for any hospital that qualifies for a disproportionate share payment only as a children’s
hospital based on a distinct area or areas serving children, using only the capital costs related to the
distinct area or areas of the hospital where services are provided predominantly to children under 18
years of age.

“Capital costs” shall mean an add-on to the blended base amount, which shall compensate for
Medicaid’s portion of capital costs. Capital costs for buildings, fixtures and movable equipment are
defined in the hospital’s base year cost report, are case-mix adjusted, are adjusted to reflect 80 percent
of allowable costs, and are adjusted to be no greater than one standard deviation off the mean Medicaid
blended capital rate.

For purposes of calculating the disproportionate share rate only, separate capital costs shall be
determined for any hospital that qualifies for a disproportionate share payment only as a children’s
hospital based on a distinct area or areas serving children, using only the base year cost report
information related to the distinct area or areas of the hospital where services are provided predominantly
to children under 18 years of age.
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“Case-mix adjusted” shall mean the division of the hospital-specific base amount or other applicable
components of the final payment rate by the hospital-specific case-mix index. For purposes of calculating
the disproportionate share rate only, a separate case-mix adjustment shall be determined for any hospital
that qualifies for a disproportionate share payment only as a children’s hospital based on a distinct area
or areas serving children, using the base amount or other applicable component for the distinct area or
areas of the hospital where services are provided predominantly to children under 18 years of age.

“Case-mix index” shall mean an arithmetical index measuring the relative average costliness
of cases treated in a hospital compared to the statewide average. For purposes of calculating the
disproportionate share rate only, a separate case-mix index shall be determined for any hospital that
qualifies for a disproportionate share payment only as a children’s hospital based on a distinct area or
areas serving children, using the average costliness of cases treated in the distinct area or areas of the
hospital where services are provided predominantly to children under 18 years of age.

“Children’s hospitals” shall mean hospitals with inpatients predominantly under 18 years of age.
For purposes of qualifying for disproportionate share payments from the graduate medical education
and disproportionate share fund, a children’s hospital is defined as a duly licensed hospital that:

1.  Either provides services predominantly to children under 18 years of age or includes a distinct
area or areas that provide services predominantly to children under 18 years of age, and

2. Isavoting member of the National Association of Children’s Hospitals and Related Institutions.

“Cost outlier ” shall mean cases which have an extraordinarily high cost as established in 79.1(5) “’f, ”
so as to be eligible for additional payments above and beyond the initial DRG payment.

“Critical access hospital” or “CAH” means a hospital licensed as a critical access hospital by the
department of inspections and appeals pursuant to rule 481—51.52(135B).

“Diagnosis-related group (DRG)” shall mean a group of similar diagnoses combined based on
patient age, procedure coding, comorbidity, and complications.

“Direct medical education costs” shall mean costs directly associated with the medical education
of interns and residents or other medical education programs, such as a nursing education program or
allied health programs, conducted in an inpatient setting, that qualify for payment as medical education
costs under the Medicare program. The amount of direct medical education costs is determined from the
hospital base year cost reports and is inflated and case-mix adjusted in determining the direct medical
education rate. Payment for direct medical education costs shall be made from the graduate medical
education and disproportionate share fund and shall not be added to the reimbursement for claims.

For purposes of calculating the disproportionate share rate only, separate direct medical education
costs shall be determined for any hospital that qualifies for a disproportionate share payment only as a
children’s hospital based on a distinct area or areas serving children, using only costs associated with
the distinct area or areas in the hospital where services are provided predominantly to children under 18
years of age.

“Direct medical education rate” shall mean a rate calculated for a hospital reporting medical
education costs on the Medicare cost report (CMS 2552). The rate is calculated using the following
formula: Direct medical education costs are multiplied by inflation factors. The result is divided by the
hospital’s case-mix index, then is further divided by net discharges.

For purposes of calculating the disproportionate share rate only, a separate direct medical education
rate shall be determined for any hospital that qualifies for a disproportionate share payment only as a
children’s hospital based on a distinct area or areas serving children, using the direct medical education
costs, case-mix index, and net discharges of the distinct area or areas in the hospital where services are
provided predominantly to children under 18 years of age.

“Disproportionate share payment” shall mean a payment that shall compensate for treatment of a
disproportionate share of poor patients. On or after July 1, 1997, the disproportionate share payment
shall be made directly from the graduate medical education and disproportionate share fund and shall
not be added to the reimbursement for claims with discharge dates on or after July 1, 1997.

“Disproportionate share percentage” shall mean either (1) the product of 2% percent multiplied
by the number of standard deviations by which the hospital’s own Medicaid inpatient utilization rate
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exceeds the statewide mean Medicaid inpatient utilization rate for all hospitals, or (2) 2} percent. (See
79.1(5)“y(7).)

A separate disproportionate share percentage shall be determined for any hospital that qualifies for
a disproportionate share payment only as a children’s hospital, using the Medicaid inpatient utilization
rate for children under 18 years of age at the time of admission in all distinct areas of the hospital where
services are provided predominantly to children under 18 years of age.

“Disproportionate share rate”’ shall mean the sum of the blended base amount, blended capital costs,
direct medical education rate, and indirect medical education rate multiplied by the disproportionate
share percentage.

“DRG weight” shall mean a number that reflects relative resource consumption as measured by the
relative charges by hospitals for cases associated with each DRG. That is, the lowa-specific DRG weight
reflects the relative charge for treating cases classified in a particular DRG compared to the average
charge for treating all Medicaid cases in all DRGs in Iowa hospitals.

“Final payment rate” shall mean the aggregate sum of the two components (the blended base amount
and capital costs) that, when added together, form the final dollar value used to calculate each provider’s
reimbursement amount when multiplied by the DRG weight. These dollar values are displayed on the
rate table listing.

“Full DRG transfer” shall mean that a case, coded as a transfer to another hospital, shall be
considered to be a normal claim for recalibration or rebasing purposes if payment is equal to or greater
than the full DRG payment.

“GME/DSH fund apportionment claim set” means the hospital’s applicable Medicaid claims paid
from July 1, 2008, through June 30, 2009. The claim set is updated in July of every third year.

“GME/DSH fund implementation year” means 2009.

“Graduate medical education and disproportionate share fund” or “GME/DSH fund” means
a reimbursement fund developed as an adjunct reimbursement methodology to directly reimburse
qualifying hospitals for the direct and indirect costs associated with the operation of graduate medical
education programs and the costs associated with the treatment of a disproportionate share of poor,
indigent, nonreimbursed or nominally reimbursed patients for inpatient services.

“Indirect medical education rate” shall mean a rate calculated as follows: The statewide average
case-mix adjusted operating cost per Medicaid discharge, divided by two, is added to the statewide
average capital costs, divided by two. The resulting sum is then multiplied by the ratio of the number
of full-time equivalent interns and residents serving in a Medicare-approved hospital teaching program
divided by the number of beds included in hospital departments served by the interns’ and residents’
program, and is further multiplied by 1.159.

For purposes of calculating the disproportionate share rate only, a separate indirect medical education
rate shall be determined for any hospital that qualifies for a disproportionate share payment only as
a children’s hospital based on a distinct area or areas serving children, using the number of full-time
equivalent interns and residents and the number of beds in the distinct area or areas in the hospital where
services are provided predominantly to children under 18 years of age.

“Inlier” shall mean those cases where the length of stay or cost of treatment falls within the actual
calculated length of stay criteria, or the cost of treating a patient is within the cost boundaries of a DRG
payment.

“Long stay outlier” shall mean cases which have an associated length of stay that is greater than
the calculated length of stay parameters as defined within the length of stay calculations for that DRG.
Payment is as established in 79.1(5)f.”

“Low-income utilization rate” shall mean the ratio of gross billings for all Medicaid, bad debt,
and charity care patients, including billings for Medicaid enrollees of managed care organizations and
primary care case management organizations, to total billings for all patients. Gross billings do not
include cash subsidies received by the hospital for inpatient hospital services except as provided from
state or local governments.

A separate low-income utilization rate shall be determined for any hospital qualifying or seeking
to qualify for a disproportionate share payment as a children’s hospital, using only billings for patients
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under 18 years of age at the time of admission in the distinct area or areas in the hospital where services
are provided predominantly to children under 18 years of age.

“Medicaid claim set” means the hospital’s applicable Medicaid claims for the period of January 1,
2006, through December 31, 2007, and paid through March 31, 2008.

“Medicaid inpatient utilization rate” shall mean the number of total Medicaid days, including days
for Medicaid enrollees of managed care organizations and primary care case management organizations,
both in-state and out-of-state, and [owa state indigent patient days divided by the number of total inpatient
days for both in-state and out-of-state recipients. Children’s hospitals, including hospitals qualifying for
disproportionate share as a children’s hospital, receive twice the percentage of inpatient hospital days
attributable to Medicaid patients.

A separate Medicaid inpatient utilization rate shall be determined for any hospital qualifying or
seeking to qualify for a disproportionate share payment as a children’s hospital, using only Medicaid
days, lowa state indigent patient days, and total inpatient days attributable to patients under 18 years of
age at the time of admission in all distinct areas of the hospital where services are provided predominantly
to children under 18 years of age.

“Neonatal intensive care unit” shall mean a designated level II or level III neonatal unit.

“Net discharges” shall mean total discharges minus transfers and short stay outliers.

“Quality improvement organization” or “QIO” shall mean the organization that performs medical
peer review of Medicaid claims, including review of validity of hospital diagnosis and procedure coding
information; completeness, adequacy and quality of care; appropriateness of admission, discharge and
transfer; and appropriateness of prospective payment outlier cases. These activities undertaken by the
QIO may be included in a contractual relationship with the lowa Medicaid enterprise.

“Rate table listing” shall mean a schedule of rate payments for each provider. The rate table listing
is defined as the output that shows the final payment rate by hospital before being multiplied by the
appropriate DRG weight.

“Rebasing” shall mean the redetermination of the blended base amount or other applicable
components of the final payment rate from more recent Medicaid cost report data.

“Rebasing implementation year” means 2008 and every three years thereafter.

“Recalibration” shall mean the adjustment of all DRG weights to reflect changes in relative resource
consumption.

“Short stay day outlier” shall mean cases which have an associated length of stay that is less than
the calculated length of stay parameters as defined within the length of stay calculations. Payment rates
are established in 79.1(5)“f.”

b.  Determination of final payment rate amount. The hospital DRG final payment amount reflects
the sum of inflation adjustments to the blended base amount plus an add-on for capital costs. This blended
base amount plus the add-on is multiplied by the set of lowa-specific DRG weights to establish a rate
schedule for each hospital. Federal DRG definitions are adopted except as provided below:

(1) Substance abuse units certified pursuant to 79.1(5)“x” Three sets of DRG weights are
developed for DRGs concerning rehabilitation of substance abuse patients. The first set of weights is
developed from charges associated with treating adults in certified substance abuse units. The second
set of weights reflects charges associated with treating adolescents in mixed-age certified substance
abuse units. The third set of weights reflects charges associated with treating adolescents in designated
adolescent-only certified substance abuse units.

Hospitals with these units are reimbursed using the weight that reflects the age of each patient.
Out-of-state hospitals may not receive reimbursement for the rehabilitation portion of substance abuse
treatment.

(2) Neonatal intensive care units certified pursuant to 79.1(5)“r” Three sets of weights are
developed for DRGs concerning treatment of neonates. One set of weights is developed from charges
associated with treating neonates in a designated level III neonatal intensive care unit for some portion
of their hospitalization. The second set of weights is developed from charges associated with treating
neonates in a designated level II neonatal intensive care unit for some portion of their hospitalization.
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The third set of weights reflects charges associated with neonates not treated in a designated level II or
level III setting. Hospitals are reimbursed using the weight that reflects the setting for neonate treatment.

(3) Psychiatric units. Rescinded IAB 8/29/07, effective 8/10/07.

c¢.  Calculation of lowa-specific weights and case-mix index. From the Medicaid claim set, the
recalibration for rates effective October 1, 2008, will use all normal inlier claims, discard short stay
outliers, discard transfers where the final payment is less than the full DRG payment, include transfers
where the full payment is greater than or equal to the full DRG payment, and use only the estimated
charge for the inlier portion of long stay outliers and cost outliers for weighting calculations. These are
referred to as trimmed claims.

(1) Iowa-specific weights are calculated with Medicaid charge data from the Medicaid claim set
using trimmed claims. Medicaid charge data for hospitals receiving reimbursement as critical access
hospitals during any of the period included in the base-year cost report shall not be used in calculating
Iowa-specific weights. One weight is determined for each DRG with noted exceptions. Weights are
determined through the following calculations:

1. Determine the statewide geometric mean charge for all cases classified in each DRG.

2. Compute the statewide aggregate geometric mean charge for each DRG by multiplying the
statewide geometric mean charge for each DRG by the total number of cases classified in that DRG.

3. Sum the statewide aggregate geometric mean charges for all DRGs and divide by the total
number of cases for all DRGs to determine the weighted average charge for all DRGs.

4. Divide the statewide geometric mean charge for each DRG by the weighted average charge for
all DRGs to derive the lowa-specific weight for each DRG.

5. Normalize the weights so that the average case has a weight of one.

(2) The hospital-specific case-mix index is computed by taking each hospital’s trimmed claims that
match the hospital’s base year cost reporting period, summing the assigned DRG weights associated with
those claims and dividing by the total number of Medicaid claims associated with that specific hospital
for that period. Case-mix indices are not computed for hospitals receiving reimbursement as critical
access hospitals.

(3) For purposes of calculating the disproportionate share rate only, a separate hospital-specific
case-mix index shall be computed for any hospital that qualifies for a disproportionate share payment
only as a children’s hospital. The computation shall use only claims and associated DRG weights for
services provided to patients under 18 years of age at the time of admission in all distinct areas of the
hospital where services are provided predominantly to children under 18 years of age.

d.  Calculation of blended base amount. The DRG blended base amount reflects a 50/50 blend of
statewide and hospital-specific base amounts.

(1) Calculation of statewide average case-mix-adjusted cost per discharge. The statewide average
cost per discharge is calculated by subtracting from the statewide total lowa Medicaid inpatient
expenditures:

1.  The total calculated dollar expenditures based on hospitals’ base-year cost reports for capital
costs and medical education costs, and

2. The actual payments made for additional transfers, outliers, physical rehabilitation services,
psychiatric services rendered on or after October 1, 2006, and indirect medical education.

Cost report data for hospitals receiving reimbursement as critical access hospitals during any of the
period of time included in the base-year cost report is not used in calculating the statewide average
cost per discharge. The remaining amount (which has been case-mix adjusted and adjusted to reflect
inflation if applicable) is divided by the statewide total number of lowa Medicaid discharges reported in
the Medicaid management information system (MMIS) less an actual number of nonfull DRG transfers
and short stay outliers.

(2) Calculation of hospital-specific case-mix-adjusted average cost per discharge.  The
hospital-specific case-mix-adjusted average cost per discharge is calculated by subtracting from the
lesser of total lowa Medicaid costs or covered reasonable charges, as determined by the hospital’s
base-year cost report or MMIS claims system, the actual dollar expenditures for capital costs,
direct medical education costs, and the payments made for nonfull DRG transfers, outliers, physical
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rehabilitation services, and psychiatric services rendered on or after October 1, 2006, if applicable. The
remaining amount is case-mix adjusted, multiplied by inflation factors, and divided by the total number
of lowa Medicaid discharges from the MMIS claims system for that hospital during the applicable base
year, less the nonfull DRG transfers and short stay outliers.

For purposes of calculating the disproportionate share rate only, a separate hospital-specific
case-mix-adjusted average cost per discharge shall be calculated for any hospital that qualifies for a
disproportionate share payment only as a children’s hospital based on a distinct area or areas serving
children, using the costs, charges, expenditures, payments, discharges, transfers, and outliers attributable
to the distinct area or areas in the hospital where services are provided predominantly to children under
18 years of age.

(3) Calculation of the blended statewide and hospital-specific base amount. The hospital-specific
case-mix adjusted average cost per discharge is added to the case-mix adjusted statewide average cost
per discharge and divided by two to arrive at a 50/50 blended base amount.

e. Add-ons to the base amount.

(1) One payment for capital costs is added on to the blended base amount.

Capital costs are included in the rate table listing and added to the blended base amount before
the final payment rate schedule is set. This add-on reflects a 50/50 blend of the statewide average
case-mix-adjusted capital cost per discharge and the case-mix-adjusted hospital-specific base-year
capital cost per discharge attributed to lowa Medicaid patients.

Allowable capital costs are determined by multiplying the capital amount from the base-year cost
report by 80 percent. Cost report data for hospitals receiving reimbursement as critical access hospitals
during any of the period of time included in the base-year cost report is not used in calculating the
statewide average case-mix-adjusted capital cost per discharge.

The 50/50 blend is calculated by adding the case-mix-adjusted hospital-specific per discharge
capital cost to the statewide average case-mix-adjusted per discharge capital costs and dividing by two.
Hospitals whose blended capital add-on exceeds one standard deviation off the mean Medicaid blended
capital rate will be subject to a reduction in their capital add-on to equal the first standard deviation.

For purposes of calculating the disproportionate share rate only, a separate add-on to the base amount
for capital costs shall be calculated for any hospital that qualifies for a disproportionate share payment
only as a children’s hospital based on a distinct area or areas serving children, using the case-mix-adjusted
hospital-specific base-year capital cost per discharge attributed to lowa Medicaid patients in the distinct
area or areas in the hospital where services are provided predominantly to children under 18 years of age.

(2) Rescinded IAB 7/6/05, effective 7/1/05.

1 Outlier payment policy. Additional payment is made for approved cases meeting or exceeding
Medicaid criteria for day and cost outliers for each DRG. Effective for claims with dates of services
ending July 1, 1993, and after, 100 percent of outlier costs will be paid to facilities at the time of claim
reimbursement. The QIO shall perform retrospective outlier reviews in accordance with the terms in
the contract between the department and the QIO. The QIO contract is available for review at the lowa
Medicaid Enterprise, 100 Army Post Road, Des Moines, lowa.

(1) Long stay outliers. Long stay outliers are incurred when a patient’s stay exceeds the upper day
limit threshold. This threshold is defined as the lesser of the arithmetically calculated average length
of stay plus 23 days of care or two standard deviations above the average statewide length of stay for a
given DRG, calculated geometrically. Reimbursement for long stay outliers is calculated at 60 percent
of the average daily rate for the given DRG for each approved day of stay beyond the upper day limit.
Payment for long stay outliers shall be paid at 100 percent of the calculated amount and made at the time
the claim is originally paid.

(2) Short stay outliers. Short stay outliers are incurred when a patient’s length of stay is greater
than two standard deviations from the geometric mean below the average statewide length of stay for a
given DRG, rounded to the next highest whole number of days. Payment for short stay outliers will be
200 percent of the average daily rate for each day the patient qualifies up to the full DRG payment. Short
stay outlier claims will be subject to QIO review and payment denied for inappropriate admissions.
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(3) Costoutliers. Cases qualify as cost outliers when costs of service in a given case, not including
any add-on amounts for direct or indirect medical education or disproportionate share costs exceed the
cost threshold. This cost threshold is determined to be the greater of two times the statewide average
DRG payment for that case or the hospital’s individual DRG payment for that case plus $16,000. Costs
are calculated using hospital-specific cost-to-charge ratios determined in the base-year cost reports.
Additional payment for cost outliers is 80 percent of the excess between the hospital’s cost for the
discharge and the cost threshold established to define cost outliers. Payment of cost outlier amounts
shall be paid at 100 percent of the calculated amount and made at the time the claim is paid.

Those hospitals that are notified of any outlier review initiated by the QIO must submit all requested
supporting data to the QIO within 60 days of the receipt of outlier review notification, or outlier payment
will be forfeited and recouped. In addition, any hospital may request a review for outlier payment by
submitting documentation to the QIO within 365 days of receipt of the outlier payment. If requests are
not filed within 365 days, the provider loses the right to appeal or contest that payment.

(4) Day and cost outliers. Cases qualifying as both day and cost outliers are given additional
payment as cost outliers only.

g.  Billing for patient transfers and readmissions.

(1) Transfers between hospitals. When a Medicaid patient is transferred the initial hospital or unit
is paid 100 percent of the average daily rate of the transferring hospital’s payment for each day the patient
remained in that hospital or unit, up to 100 percent of the entire DRG payment. The hospital or unit that
received the transferred patient receives the entire DRG payment.

(2) Substance abuse units. When a patient is discharged to or from an acute care hospital and
is admitted to or from a substance abuse unit certified pursuant to paragraph 79.1(5)“7” both the
discharging and admitting hospitals will receive 100 percent of the DRG payment.

(3) Physical rehabilitation hospitals or units. When a patient requiring physical rehabilitation is
discharged from an acute care hospital and admitted to a rehabilitation hospital or unit certified pursuant
to 79.1(5)“r,” and the admission is medically appropriate, then payment for time spent in the unit is
through a per diem. The discharging hospital will receive 100 percent of the DRG payment. When a
patient is discharged from a certified physical rehabilitation hospital or unit and admitted to an acute care
hospital, the acute care hospital will receive 100 percent of the DRG payment.

When a patient requiring physical rehabilitation is discharged from a facility other than an acute
care hospital and admitted to a rehabilitation hospital or unit certified pursuant to 79.1(5) ‘7~ and the
admission is medically appropriate, then payment for time spent in the unit is based on a per diem. The
other facility will receive payment in accordance with rules governing that facility. When a patient is
discharged from a certified physical rehabilitation hospital or unit and admitted to a facility other than
an acute care hospital, the other facility will receive payment in accordance with rules governing that
facility.

(4) Psychiatric units. When a patient is discharged to or from an acute care hospital before October
1, 2006, and is admitted to or from a psychiatric unit certified pursuant to paragraph 79.1(5) “z, ” both the
discharging and admitting hospitals will receive 100 percent of the DRG payment.

Effective October 1, 2006, when a patient requiring psychiatric care is discharged from an acute care
hospital and admitted to a psychiatric unit certified pursuant to paragraph 79.1(5) “z, ” and the admission
is medically appropriate, then payment for time spent in the unit is through a per diem. The discharging
hospital will receive 100 percent of the DRG payment. When a patient is discharged from a certified
psychiatric unit and is admitted to an acute care hospital, the acute care hospital will receive 100 percent
of the DRG payment.

When a patient requiring psychiatric care is discharged from a facility other than an acute care
hospital on or after October 1, 2006, and is admitted to a psychiatric unit certified pursuant to paragraph
79.1(5) “r,” and the admission is medically appropriate, then payment for time spent in the unit is based
on a per diem. The other facility will receive payment in accordance with rules governing that facility.
When a patient is discharged from a certified psychiatric unit on or after October 1, 2006, and is admitted
to a facility other than an acute care hospital, the other facility will receive payment in accordance with
rules governing that facility.
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(5) Inpatient readmissions within seven days for same condition. When an inpatient is discharged
or transferred from an acute care hospital and is readmitted as an inpatient to the same hospital within
seven days for the same condition, any claim for the subsequent inpatient stay shall be combined with
the claim for the original inpatient stay and payment shall be under a single DRG for both stays.

h.  Covered DRGs. Medicaid DRGs cover services provided in acute care general hospitals, with
the exception of services provided in physical rehabilitation hospitals and units certified pursuant to
paragraph 79.1(5) “r,” and services provided on or after October 1, 2006, in psychiatric units certified
pursuant to paragraph 79.1(5) “r, ” which are paid per diem, as specified in paragraph 79.1(5) “i.”

i.  Payment for certified physical rehabilitation hospitals and units and psychiatric units. Payment
for services provided by a physical rehabilitation hospital or unit certified pursuant to paragraph
79.1(5) “r” and for services provided on or after October 1, 2006, in a psychiatric unit certified pursuant
to paragraph 79.1(5) “r” is prospective. The payment is based on a per diem rate calculated for each
hospital by establishing a base-year per diem rate to which an annual index is applied.

(1) Per diem calculation. The base rate shall be the medical assistance per diem rate as determined
by the individual hospital’s base-year cost report pursuant to paragraph 79.1(5) “a. ” No recognition will
be given to the professional component of the hospital-based physicians except as noted under paragraph
79.1(5).”

(2) Rescinded IAB 5/12/93, effective 7/1/93.

(3) Per diem reimbursement. Hospitals shall be reimbursed the lower of actual charges or the
medical assistance cost per diem rate. The determination of the applicable rate shall be based on
the hospital fiscal year aggregate of actual charges and medical assistance cost per diem rate. If an
overpayment exists, the hospital will refund or have the overpayment deducted from subsequent
billings.

(4) Per diem recalculation. Hospital prospective reimbursement rates shall be established as of
October 1, 1987, for the remainder of the applicable hospital fiscal year. Beginning July 1, 1988, all
updated rates shall be established based on the state’s fiscal year.

(5) Perdiem billing. The current method for submitting billing and cost reports shall be maintained.
All cost reports will be subject to desk review audit and, if necessary, a field audit.

j. Services covered by DRG payments. Medicaid adopts the Medicare definition of inpatient
hospital services covered by the DRG prospective payment system except as indicated herein. As
a result, combined billing for physician services is eliminated unless the hospital has approval from
Medicare to combine bill the physician and hospital services. Teaching hospitals having Medicare’s
approval to receive reasonable cost reimbursement for physician services under 42 CFR 415.58 as
amended to November 25, 1991, are eligible for combined billing status if they have the Medicare
approval notice on file with lowa Medicaid as verification. Reasonable cost settlement will be made
during the year-end settlement process. Services provided by certified nurse anesthetists (CRNAS)
employed by a physician are covered by the physician reimbursement. Payment for the services of
CRNAs employed by the hospital are included in the hospital’s reimbursement.

The cost for hospital-based ambulance transportation that results in an inpatient admission and
hospital-based ambulance services performed while the recipient is an inpatient, in addition to all other
inpatient services, is covered by the DRG payment. If, during the inpatient stay at the originating
hospital, it becomes necessary to transport but not transfer the patient to another hospital or provider
for treatment, with the patient remaining an inpatient at the originating hospital after that treatment,
the originating hospital shall bear all costs incurred by that patient for the medical treatment or the
ambulance transportation between the originating hospital and the other provider. The services furnished
to the patient by the other provider shall be the responsibility of the originating hospital. Reimbursement
to the originating hospital for all services is under the DRG payment. (See 441—subrule 78.11(4).)

k. Inflation factors, rebasing, and recalibration.

(1) Inflation factors shall be set annually at levels that ensure payments that are consistent with
efficiency, economy, and quality of care and that are sufficient to enlist enough providers so that care
and services are available at least to the extent that such care and services are available to the general
population in the geographic area.
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(2) Base amounts shall be rebased and weights recalibrated in 2005 and every three years
thereafter. Cost reports used in rebasing shall be the hospital fiscal year-end Form CMS 2552, Hospital
and Healthcare Complex Cost Report, as submitted to Medicare in accordance with Medicare cost report
submission time lines for the hospital fiscal year ending during the calendar year preceding the rebasing
implementation year. If a hospital does not provide this cost report to the lowa Medicaid enterprise
provider cost audits and rate setting unit by May 31 of a rebasing implementation year, the most recent
submitted cost report will be used with the addition of a hospital market basket index inflation factor.

(3) The graduate medical education and disproportionate share fund shall be updated as provided
in subparagraphs 79.1(5) “y ’(3), (6), and (9).

(4) Hospitals receiving reimbursement as critical access hospitals shall not receive inflation of
base payment amounts and shall not have base amounts rebased or weights recalibrated pursuant to
this paragraph.

I Eligibility and payment. When a client is eligible for Medicaid for less than or equal to the
average length of stay for that DRG, then payment equals 100 percent of the hospital’s average daily rate
times the number of eligible hospital stay days up to the amount of the DRG payment. When a Medicaid
client is eligible for greater than the average length of stay but less than the entire stay, then payment is
treated as if the client were eligible for the entire length of stay.

Long stay outlier days are determined as the number of Medicaid eligible days beyond the outlier
limits. The date of patient admission is the first date of service. Long stay outlier costs are accrued only
during eligible days.

m. Payment to out-of-state hospitals. Payment made to out-of-state hospitals providing care to
beneficiaries of lowa’s Medicaid program is equal to either the lowa statewide average blended base
amount plus the statewide average capital cost add-on, multiplied by the DRG weight, or blended base
and capital rates calculated by using 80 percent of the hospital’s submitted capital costs. Hospitals that
submit a cost report no later than May 31 in the most recent rebasing year will receive a case-mix-adjusted
blended base rate using hospital-specific, l[owa-only Medicaid data and the lowa statewide average cost
per discharge amount.

(1) Capital costs will be reimbursed at either the statewide average rate in place at the time of
discharge, or the blended capital rate computed by using submitted cost report data.

(2) Hospitals that qualify for disproportionate share payment based on the definition established by
their state’s Medicaid agency for the calculation of the Medicaid inpatient utilization rate will be eligible
to receive disproportionate share payments according to paragraph “y.”

(3) If a hospital qualifies for reimbursement for direct medical education or indirect medical
education under Medicare guidelines, it shall be reimbursed according to paragraph 79.1(5)“y.”
Out-of-state hospitals do not qualify for direct medical education or indirect medical education
payments pursuant to paragraph 79.1(5)“y.”

n.  Preadmission, preauthorization, or inappropriate services. Medicaid adopts most Medicare
QIO regulations to control increased admissions or reduced services. Exceptions to the Medicare review
practice are that the QIO reviews Medicaid short stay outliers and all Medicaid patients readmitted
within 31 days. Payment can be denied if either admissions or discharges are performed without medical
justification as determined by the QIO. Inpatient or outpatient services which require preadmission or
preprocedure approval by the QIO are updated yearly by the department and are listed in the provider
manual. Preauthorization for any of these services is transmitted directly from the QIO to the Iowa
Medicaid enterprise and no additional information needs to be submitted as part of the claim filing
for inpatient or outpatient services. To safeguard against these and other inappropriate practices, the
department through the QIO will monitor admission practices and quality of care. If an abuse of the
prospective payment system is identified, payments for abusive practices may be reduced or denied. In
reducing or denying payment, Medicaid adopts the Medicare QIO regulations.

o. Hospital billing. Hospitals shall normally submit claims for DRG reimbursement to the lowa
Medicaid enterprise after a patient’s discharge.

(1) Payment for outlier days or costs is determined when the claim is paid by the lowa Medicaid
enterprise, as described in paragraph “f.”
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(2) When a Medicaid patient requires acute care in the same facility for a period of no less than
120 days, a request for partial payment may be made. Written requests for this interim DRG payment
shall be addressed to the lowa Medicaid Enterprise, Attention: Provider Services Unit, P.O. Box 36450,
Des Moines, lowa 50315. A request for interim payment shall include:

1. The patient’s name, state identification number, and date of admission;

2. A brief summary of the case;

3. A current listing of charges; and

4. A physician’s attestation that the recipient has been an inpatient for 120 days and is expected
to remain in the hospital for a period of no less than 60 additional days.

A departmental representative will then contact the facility to assist the facility in filing the interim
claim.

p.  Determination of inpatient admission. A person is considered to be an inpatient when a formal
inpatient admission occurs, when a physician intends to admit a person as an inpatient, or when a
physician determines that a person being observed as an outpatient in an observation or holding bed
should be admitted to the hospital as an inpatient.

(1) In cases involving outpatient observation status, the determinant of patient status is not the
length of time the patient was being observed, but rather that the observation period was medically
necessary for the physician to determine whether a patient should be released from the hospital or
admitted to the hospital as an inpatient.

(2) Outpatient observation lasting greater than a 24-hour period will be subject to review by the
Iowa Medicaid Enterprise (IME) Medical Services Unit to determine the medical necessity of each
case. For those outpatient observation cases where medical necessity is not established by the IME,
reimbursement shall be denied for the services found to be unnecessary for the provision of that care,
such as the use of the observation room.

q. Inpatient admission after outpatient services. A patient may be admitted to the hospital as an
inpatient after receiving outpatient services. If the patient is admitted as an inpatient within three days
of the day outpatient services were rendered, all outpatient services related to the principal diagnosis
are considered inpatient services for billing purposes. The day of formal admission as an inpatient is
considered as the first day of hospital inpatient services.

r. Certification for reimbursement as a special unit or physical rehabilitation
hospital. Certification for Medicaid reimbursement as a substance abuse unit under subparagraph
79.1(5)“b (1), a neonatal intensive care unit under subparagraph 79.1(5)“b”(2), a psychiatric unit
under paragraph 79.1(5)“%,” or a physical rehabilitation hospital or unit under paragraph 79.1(5)“i”
shall be awarded as provided in this paragraph.

(1) Certification procedure. All hospital special units and physical rehabilitation hospitals must
be certified by the lowa Medicaid enterprise to qualify for Medicaid reimbursement as a special unit
or physical rehabilitation hospital. Hospitals shall submit requests for certification to lowa Medicaid
Enterprise, Attention: Provider Services Unit, P.O. Box 36450, Des Moines, lowa 50315, with
documentation that the certification requirements are met. The provider services unit will notify the
facility of any additional documentation needed after review of the submitted documentation.

Upon certification, reimbursement as a special unit or physical rehabilitation hospital shall be
retroactive to the first day of the month during which the lowa Medicaid enterprise received the request
for certification. No additional retroactive payment adjustment shall be made when a hospital fails to
make a timely request for certification.

(2) Certification criteria for substance abuse units. An in-state substance abuse unit may be
certified for Medicaid reimbursement under 79.1(5) “b ”(1) if the unit’s program is licensed by the lowa
department of public health as a substance abuse treatment program in accordance with lowa Code
chapter 125 and 643—Chapter 3. In addition to documentation of the license, an in-state hospital
must submit documentation of the specific substance abuse programs available at the facility with a
description of their staffing, treatment standards, and population served.

An out-of-state substance abuse unit may be certified for Medicaid reimbursement under
79.1(5)“b (1) if it is excluded from the Medicare prospective payment system as a psychiatric unit
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pursuant to 42 Code of Federal Regulations, Sections 412.25 and 412.27, as amended to September 1,
1994. An out-of-state hospital requesting reimbursement as a substance abuse unit must initially submit
a copy of its current Medicare prospective payment system exemption notice, unless the facility had
certification for reimbursement as a substance abuse unit before July 1, 1993. All out-of-state hospitals
certified for reimbursement for substance abuse units must submit copies of new Medicare prospective
payment system exemption notices as they are issued, at least annually.

(3) Certification criteria for neonatal intensive care units. A neonatal intensive care unit may be
certified for Medicaid reimbursement under 79.1(5) “b ”(2) if it is certified as a level I or level 11l neonatal
unit and the hospital where it is located is accredited by the Joint Commission on Accreditation of
Healthcare Organizations or the American Osteopathic Association. The lowa Medicaid enterprise shall
verify the unit’s certification as a level II or level III neonatal unit in accordance with recommendations
set forth by the American Academy of Pediatrics for newborn care. Neonatal units in Iowa shall be
certified by the lowa department of public health pursuant to 641—Chapter 150. Out-of-state units shall
submit proof of level II or level III certification.

(4) Certification criteria for psychiatric units. A psychiatric unit may be certified for Medicaid
reimbursement under paragraph 79.1(5)“i” if it is excluded from the Medicare prospective payment
system as a psychiatric unit pursuant to 42 Code of Federal Regulations, Sections 412.25 and 412.27 as
amended to August 1, 2002.

(5) Certification criteria for physical rehabilitation hospitals and units. A physical rehabilitation
hospital or unit may be certified for Medicaid reimbursement under 79.1(5) “i " if it receives or qualifies
to receive Medicare reimbursement as a rehabilitative hospital or unit pursuant to 42 Code of Federal
Regulations, Sections 412.600 through 412.632 (Subpart P), as amended to January 1, 2002, and the
hospital is accredited by the Joint Commission on Accreditation of Healthcare Organizations or the
American Osteopathic Association.

s.  Health care access assessment inflation factor. Effective with the implementation of the health
care access assessment paid pursuant to 441—Chapter 36, Division III, a health care access assessment
inflation factor shall be applied to the Medicaid DRG blended base amount as otherwise calculated
pursuant to this subrule for all “participating hospitals™ as defined in 441—subrule 36.10(1).

(1) Calculation of inflation factor. The health care access assessment inflation factor for
participating hospitals shall be calculated by dividing the amount allowed under the Medicare inpatient
upper payment limit for the fiscal year beginning July 1, 2010, by the sum of the projected expenditures
for participating hospitals for the fiscal year beginning July 1, 2010, as determined by the fiscal
management division of the department, and the amount allowed under the Medicare inpatient upper
payment limit.

(2) Implementation date. The health care access assessment inflation factor shall not be applied
until federal financial participation to match money collected from the health care access assessment
pursuant to 441—Chapter 36, Division III, has been approved by the federal Centers for Medicare and
Medicaid Services.

(3) End date. Application of the health care access assessment inflation factor shall terminate if
the health care access assessment is terminated pursuant to rule 441—36.12(83GA,SF2388). If federal
match money is unavailable for a retroactive period or the authority to collect the assessment is rescinded
for a retroactive period, the department shall:

1. Recalculate Medicaid rates in effect during that period without the application of the health care
access assessment inflation factor;

2. Recompute Medicaid payments due based on the recalculated Medicaid rates;

3. Recoup any previous overpayments; and

4. Determine for each hospital the amount of health care access assessment collected during that
period and refund that amount to the facility.

t.  Limitations and application of limitations on payment. Diagnosis-related group payments are
subject to the upper payment limits as stated in 42 CFR 447.271 and 42 CFR 447.272 as amended to
September 5, 2001.
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(1) The department may not pay a provider more for inpatient hospital services under Medicaid
than the provider’s customary charges to the general public for the services. This limit is applied in the
aggregate during the cost settlement process at the end of the hospital’s fiscal year.

(2) Aggregate payments to hospitals and state-operated hospitals may not exceed the amount that
can reasonably be estimated would have been paid for those services under Medicare payment principles.
This limit is applied to aggregate Medicaid payments at the end of the state’s fiscal year.

u. State-owned teaching hospital disproportionate share payment. In addition to payments
from the graduate medical education and disproportionate share fund made pursuant to paragraph
79.1(5)“y,” payment shall be made to lowa hospitals qualifying for the lowa state-owned teaching
hospital disproportionate share fund. Interim monthly payments based on estimated allowable costs
will be paid to qualifying hospitals under this paragraph.

(1) Qualifying criteria. A hospital qualifies for lowa state-owned teaching hospital disproportionate
share payments if it qualifies for disproportionate share payments pursuant to paragraph 79.1(5)“y” and
is an Jowa state-owned hospital with more than 500 beds and eight or more distinct residency specialty
or subspecialty programs recognized by the American College of Graduate Medical Education.

(2) Allocation to fund. The total amount of funding that is allocated on July 1 of each year to the
Iowa state-owned teaching hospital disproportionate share fund is $26,633,430.

(3) Amount of payment. The total amount of disproportionate share payments from the graduate
medical education and disproportionate share fund and from the Iowa state-owned teaching hospital
disproportionate share fund shall not exceed the amount of the state’s allotment under Public Law
102-234. 1In addition, the total amount of all disproportionate share payments shall not exceed the
hospital-specific disproportionate share limits under Public Law 103-666.

(4) Final disproportionate share adjustment. The department’s total year-end disproportionate
share obligations to a qualifying hospital will be calculated following completion of the desk review or
audit of CMS 2552-96, Hospital and Healthcare Complex Cost Report.

v.  Non-state-owned teaching hospital disproportionate share payment. In addition to payments
from the graduate medical education and disproportionate share fund made pursuant to paragraph
79.1(5)“y, ” payment shall be made to lowa hospitals qualifying for lowa non-state-government-owned
acute care teaching hospital disproportionate share payments. Interim monthly payments based on
estimated allowable costs will be paid to qualifying hospitals under this paragraph.

(1) Qualifying criteria. A hospital qualifies for the lowa non-state-government-owned acute care
teaching hospital disproportionate share payments if it qualifies for disproportionate share payments
pursuant to paragraph 79.1(5)“y” and is an lowa non-state-government-owned acute care teaching
hospital located in a county with a population over 350,000.

(2) Amount of payment. The total amount of disproportionate share payments pursuant to
paragraph 79.1(5)“y” and the lowa non-state-government-owned acute care teaching hospital
disproportionate share payments shall not exceed the amount of the state’s allotment under Public Law
102-234. 1In addition, the total amount of all disproportionate share payments shall not exceed the
hospital-specific disproportionate share limits under Public Law 103-666.

(3) Final disproportionate share adjustment. The department’s total year-end disproportionate
share obligations to a qualifying hospital will be calculated following completion of the desk review or
audit of CMS 2552-96, Hospital and Healthcare Complex Cost Report. The department’s total year-end
disproportionate share obligation shall not exceed the difference between the following:

1. The annual amount appropriated to the lowaCare account for distribution to publicly owned
acute care teaching hospitals located in a county with a population over 350,000; and

2. The actual lowaCare expansion population claims submitted and paid by the lowa Medicaid
enterprise to qualifying hospitals.

w.  Rate adjustments for hospital mergers. When one or more hospitals merge to form a distinctly
different legal entity, the base rate plus applicable add-ons will be revised to reflect this new entity.
Financial information from the original cost reports and original rate calculations will be added together
and averaged to form the new rate for that entity.
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x.  For cost reporting periods beginning on or after July 1, 1993, reportable Medicaid
administrative and general expenses are allowable only to the extent that they are defined as allowable
using Medicare Reimbursement Principles or Health Insurance Reimbursement Manual 15 (HIM-15).
Appropriate, reportable costs are those that meet the Medicare (or HIM-15) principles, are reasonable,
and are directly related to patient care. In instances where costs are not directly related to patient care or
are not in accord with Medicare Principles of Reimbursement, inclusion of those costs in the cost report
would not be appropriate. Examples of administrative and general costs that must be related to patient
care to be included as a reportable cost in the report are:

(1) Advertising.

(2) Promotional items.

(3) Feasibility studies.

(4) Administrative travel and entertainment.

(5) Dues, subscriptions, or membership costs.

(6) Contributions made to other organizations.

(7) Home office costs.

(8) Public relations items.

(9) Any patient convenience items.

(10) Management fees for administrative services.

(11) Luxury employee benefits (i.e., country club dues).

(12) Motor vehicles for other than patient care.

(13) Reorganization costs.

v.  Graduate medical education and disproportionate share fund. Payment shall be made to
hospitals qualifying for direct medical education, indirect medical education, or disproportionate
share payments directly from the graduate medical education and disproportionate share fund. The
requirements to receive payments from the fund, the amounts allocated to the fund, and the methodology
used to determine the distribution amounts from the fund are as follows:

(1) Qualifying for direct medical education. Iowa hospitals qualify for direct medical education
payments if direct medical education costs that qualify for payment as medical education costs under
the Medicare program are contained in the hospital’s base year cost report and in the most recent cost
report submitted before the start of the state fiscal year for which payments are being made. Out-of-state
hospitals do not qualify for direct medical education payments.

(2) Allocation to fund for direct medical education. The total state fiscal year annual amount of
funding that is allocated to the graduate medical education and disproportionate share fund for direct
medical education related to inpatient services is $7,594,294.03. If a hospital fails to qualify for direct
medical education payments from the fund because the hospital does not report direct medical education
costs that qualify for payment as medical education costs under the Medicare program in the most recent
cost report submitted before the start of the state fiscal year for which payments are being made, the
amount of money that would have been paid to that hospital shall be removed from the fund.

(3) Distribution to qualifying hospitals for direct medical education. Distribution of the amount
in the fund for direct medical education shall be on a monthly basis. To determine the amount to be
distributed to each qualifying hospital for direct medical education, the following formula is used:

1. Multiply the total of all DRG weights for claims paid from the GME/DSH fund apportionment
claim set for each hospital reporting direct medical education costs that qualify for payment as medical
education costs under the Medicare program in the hospital’s base year cost report by each hospital’s
direct medical education rate to obtain a dollar value.

2. Sum the dollar values for each hospital, then divide each hospital’s dollar value by the total
dollar value, resulting in a percentage.

3. Multiply each hospital’s percentage by the amount allocated for direct medical education to
determine the payment to each hospital.

(4) Qualifying for indirect medical education. lowa hospitals qualify for indirect medical education
payments from the fund when they receive a direct medical education payment from Iowa Medicaid
and qualify for indirect medical education payments from Medicare. Qualification for indirect medical
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education payments is determined without regard to the individual components of the specific hospital’s
teaching program, state ownership, or bed size. Out-of-state hospitals do not qualify for indirect medical
education payments.

(5) Allocation to fund for indirect medical education. The total state fiscal year annual amount of
funding that is allocated to the graduate medical education and disproportionate share fund for indirect
medical education related to inpatient services is $13,450,285.14. If a hospital fails to qualify for indirect
medical education payments from the fund because the hospital does not report direct medical education
costs that qualify for payment as medical education costs under the Medicare program in the most recent
cost report submitted before the start of the state fiscal year for which payments are being made, the
amount of money that would have been paid to that hospital shall be removed from the fund.

(6) Distribution to qualifying hospitals for indirect medical education. Distribution of the amount
in the fund for indirect medical education shall be on a monthly basis. To determine the amount to be
distributed to each qualifying hospital for indirect medical education, the following formula is used:

1. Multiply the total of all DRG weights for claims paid from the GME/DSH fund apportionment
claim set for each hospital reporting direct medical education costs that qualify for payment as medical
education costs under the Medicare program in the hospital’s base year cost report by each hospital’s
indirect medical education rate to obtain a dollar value.

2. Sum the dollar values for each hospital, then divide each hospital’s dollar value by the total
dollar value, resulting in a percentage.

3. Multiply each hospital’s percentage by the amount allocated for indirect medical education to
determine the payment to each hospital.

(7) Qualifying for disproportionate share. For months beginning with July 2002, hospitals qualify
for disproportionate share payments from the fund when the hospital’s low-income utilization rate
exceeds 25 percent, when the hospital’s Medicaid inpatient utilization rate exceeds one standard
deviation from the statewide average Medicaid utilization rate, or when the hospital qualifies as a
children’s hospital under subparagraph (10). Information contained in the hospital’s base year cost
report is used to determine the hospital’s low-income utilization rate and the hospital’s Medicaid
inpatient utilization rate.

1. For those hospitals that qualify for disproportionate share under both the low-income utilization
rate definition and the Medicaid inpatient utilization rate definition, the disproportionate share percentage
shall be the greater of (1) the product of 2% percent multiplied by the number of standard deviations
by which the hospital’s own Medicaid inpatient utilization rate exceeds the statewide mean Medicaid
inpatient utilization rate for all hospitals, or (2) 2% percent.

2. For those hospitals that qualify for disproportionate share under the low-income utilization rate
definition, but do not qualify under the Medicaid inpatient utilization rate definition, the disproportionate
share percentage shall be 24 percent.

3. For those hospitals that qualify for disproportionate share under the Medicaid inpatient
utilization rate definition, but do not qualify under the low-income utilization rate definition, the
disproportionate share percentage shall be the product of 2! percent multiplied by the number of
standard deviations by which the hospital’s own Medicaid inpatient utilization rate exceeds the
statewide mean Medicaid inpatient utilization rate for all hospitals.

4. For those hospitals that qualify for disproportionate share as a children’s hospital, the
disproportionate share percentage shall be the greater of (1) the product of 2% percent multiplied
by the number of standard deviations by which the Medicaid inpatient utilization rate for children
under 18 years of age at the time of admission in all areas of the hospital where services are provided
predominantly to children under 18 years of age exceeds the statewide mean Medicaid inpatient
utilization rate for all hospitals, or (2) 2! percent.

5. Additionally, a qualifying hospital other than a children’s hospital must also have at least two
obstetricians who have staff privileges at the hospital and who have agreed to provide obstetric services
to Medicaid-eligible persons who are in need of obstetric services. In the case of a hospital located in
a rural area as defined in Section 1886 of the Social Security Act, the term “obstetrician” includes any
physician with staff privileges at the hospital to perform nonemergency obstetric procedures.
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6. Out-of-state hospitals serving lowa Medicaid patients qualify for disproportionate share
payments from the fund based on their state Medicaid agency’s calculation of the Medicaid inpatient
utilization rate. The disproportionate share percentage is calculated using the number of standard
deviations by which the hospital’s own state Medicaid inpatient utilization rate exceeds the hospital’s
own statewide mean Medicaid inpatient utilization rate.

7. Hospitals qualify for disproportionate share payments from the fund without regard to the
facility’s status as a teaching facility or bed size.

8. Hospitals receiving reimbursement as critical access hospitals shall not qualify for
disproportionate share payments from the fund.

(8) Allocation to fund for disproportionate share. The total state fiscal year annual amount
of funding that is allocated to the graduate medical education and disproportionate share fund for
disproportionate share payments is $6,959,868.59. If a hospital fails to qualify for disproportionate
share payments from the fund due to closure or for any other reason, the amount of money that would
have been paid to that hospital shall be removed from the fund.

(9) Distribution to qualifying hospitals for disproportionate share. Distribution of the amount in the
fund for disproportionate share shall be on a monthly basis. To determine the amount to be distributed
to each qualifying hospital for disproportionate share, the following formula is used:

1. Multiply the total of all DRG weights for claims paid from the GME/DSH fund apportionment
claim set for each hospital that met the qualifications during the fiscal year used to determine the hospital’s
low-income utilization rate and Medicaid utilization rate (or for children’s hospitals, during the preceding
state fiscal year) by each hospital’s disproportionate share rate to obtain a dollar value. For any hospital
that qualifies for a disproportionate share payment only as a children’s hospital, only the DRG weights
for claims paid for services rendered to patients under 18 years of age at the time of admission in all
distinct areas of the hospital where services are provided predominantly to children under 18 years of
age shall be used in this calculation.

2. Sum the dollar values for each hospital, then divide each hospital’s dollar value by the total
dollar value, resulting in a percentage.

3. Multiply each hospital’s percentage by the amount allocated for disproportionate share to
determine the payment to each hospital.

In compliance with Medicaid Voluntary Contribution and Provider-Specific Tax Amendments of
1991 (Public Law 102-234) and 1992 Iowa Acts, chapter 1246, section 13, the total of disproportionate
share payments from the GME/DSH fund and supplemental disproportionate share of payments pursuant
to paragraph 79.1(5) “u” or 79.1(5) “v” cannot exceed the amount of the federal cap under Public Law
102-234.

(10) Qualifying for disproportionate share as a children’s hospital. A licensed hospital qualifies for
disproportionate share payments as a children’s hospital if the hospital provides services predominantly
to children under 18 years of age or includes a distinct area or areas providing services predominantly to
children under 18 years of age, is a voting member of the National Association of Children’s Hospitals
and Related Institutions, and has Medicaid utilization and low-income utilization rates of 1 percent or
greater for children under 18 years of age at the time of admission in all distinct areas of the hospital
where services are provided predominantly to children under 18 years of age.

A hospital wishing to qualify for disproportionate share payments as a children’s hospital for any
state fiscal year beginning on or after July 1, 2002, must provide the following information to the lowa
Medicaid enterprise provider cost audits and rate setting unit within 20 business days of a request by the
department:

1. Base year cost reports.

2. Medicaid claims data for children under the age of 18 at the time of admission to the hospital
in all distinct areas of the hospital where services are provided predominantly to children under 18 years
of age.

3. Other information needed to determine a disproportionate share rate encompassing the periods
used to determine the disproportionate share rate and distribution amounts.

z.  Final settlement for state-owned teaching hospital.
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(1) Effective July 1, 2010, total annual payments to an lowa state-owned hospital for inpatient and
outpatient hospital services shall equal 100 percent of allowable medical assistance program costs, not
to exceed the sum of the following:

1. Payments for inpatient hospital services calculated in accordance with subrule 79.1(5), plus

2. Payment for outpatient hospital services calculated in accordance with subrule 79.1(16), plus

3. $9,900,000.

(2) One-twelfth of the $9,900,000 increase in reimbursement shall be distributed to the hospital on
a monthly basis.

(3) ThelowaMedicaid enterprise shall complete a final settlement based on the hospital’s Medicare
cost report. If the aggregate payments are less than the hospital’s actual medical assistance program
costs, no additional payment shall be made.

(4) If the sum of the inpatient hospital service payments plus outpatient hospital service payments
plus the $9,900,000 exceeds 100 percent of allowable inpatient and outpatient costs, the department shall
request and collect from the hospital the amount by which payments exceed actual medical assistance
program costs.

aa. Retrospective adjustment for critical access hospitals. Payments to critical access hospitals
pursuant to paragraphs 79.1(5)“a” to “z” are subject to a retrospective adjustment equal to the
difference between the reasonable costs of covered services provided to eligible fee-for-service
Medicaid members (excluding members in managed care), based on the hospital’s annual cost reports
and Medicare cost principles, and the Medicaid fee-for-service reimbursement received pursuant to
paragraphs 79.1(5) “a” to “z.” Amounts paid before adjustment that exceed reasonable costs shall be
recovered by the department.

(1) The base rate upon which the DRG payment is built shall be changed after any retrospective
adjustment to reflect, as accurately as is possible, the reasonable costs of providing the covered service
to eligible fee-for-service Medicaid members for the coming year using the most recent utilization as
submitted to the [owa Medicaid enterprise provider cost audit and rate setting unit and Medicare cost
principles.

(2) Once a hospital begins receiving reimbursement as a critical access hospital, the prospective
DRG base rate is not subject to inflation factors, rebasing, or recalibration as provided in paragraph
79.1(5)“k.”

ab. Nompayment for preventable conditions. Preventable conditions identified pursuant to this rule
that develop during inpatient hospital treatment shall not be considered in determining reimbursement
for such treatment.

(1) Coding. All diagnoses included on an inpatient hospital claim must include one of the following
codes indicating whether the condition was present or developing at the time of the order for inpatient
admission:

Present on Admission (POA) Indicator Codes
Code Explanation

Y  The condition was present or developing at the time of the order for inpatient admission.

N The condition was not present or developing at the time of the order for inpatient admission.

U  Documentation is insufficient to determine whether the condition was present or developing at
the time of the order for inpatient admission.

W Clinically undetermined. The provider is clinically unable to determine whether or not the condition
was present or developing at the time of the order for inpatient admission.

(2) Payment processing. Claims will be processed according to the DRG methodology without
consideration of any diagnosis identified by the Secretary of the United States Department of Health
and Human Services pursuant to Section 1886(d)(4)(D)(iv) of the Social Security Act (42 U.S.C.
1395ww(d)(4)(D)(iv)) if the condition was not present or developing at the time of the order for
inpatient admission.
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ac. Rural hospital disproportionate share payment. In addition to payments from the graduate
medical education and disproportionate share fund made pursuant to paragraph 79.1(5)“y, ” payment
shall be made to qualifying lowa hospitals that elect to participate in rural hospital disproportionate
share payments. Interim monthly payments will be made based on the amount of state share that is
transferred to the department.

(1) Qualifying criteria. A hospital that qualifies for disproportionate share payments pursuant to
paragraph 79.1(5) “y”" and that is a rural prospective payment hospital not designated as a critical access
hospital qualifies for rural hospital disproportionate share payments.

(2) Source of nonfederal share. The required nonfederal share shall be funds generated from tax
levy collections of the county or city in which the hospital is located, and is subject to the conditions
specified in this subparagraph and applicable federal law and regulations.

1.  The nonfederal share funds shall be distributed to the department prior to the issuance of any
disproportionate share payment to a qualifying hospital.

2. The city or county providing the nonfederal share funds shall annually document and certify
that the funds provided as the nonfederal share were generated from tax proceeds, and not from any other
source including federal grants or another federal funding source.

3. The applicable federal matching rate for the fiscal year shall apply.

(3) Amount of payment. The total amount of disproportionate share payments made pursuant to
paragraph 79.1(5) “y ” and the rural hospital disproportionate share payments shall not exceed the amount
of the state’s allotment under Public Law 102-234. In addition, the total amount of all disproportionate
share payments shall not exceed the hospital-specific disproportionate share limits under Public Law
103-666.

(4) Final disproportionate share adjustment. Qualifying hospitals shall annually provide a
disproportionate share hospital survey within the time frames specified by the department, for the
purpose of calculating the hospital-specific disproportionate share limits under Public Law 103-666.

79.1(6) Independent laboratories. The maximum payment for clinical diagnostic laboratory tests
performed by an independent laboratory will be the areawide fee schedule established by the Centers
for Medicare and Medicaid Services (CMS). The fee schedule is based on the definition of laboratory
procedures from the Physician’s Current Procedural Terminology (CPT) published by the American
Medical Association. The fee schedules are adjusted annually by CMS to reflect changes in the Consumer
Price Index for All Urban Consumers.

79.1(7) Physicians.

a. Fee schedule. The fee schedule is based on the definitions of medical and surgical procedures
given in the most recent edition of Physician’s Current Procedural Terminology (CPT). Refer to
441—paragraph 78.1(2) “e” for the guidelines for immunization replacement.

b.  Payment reduction for services rendered in facility settings. Rescinded IAB 10/30/13, effective
1/1/14.

c.  Payment for primary care services furnished in 2013 or 2014. To the extent required by 42
U.S.C. § 1396a(a)(13)(C), primary care services furnished in calendar years 2013 or 2014 by a qualified
primary care physician or under the supervision of a qualified primary care physician shall be paid as
provided pursuant to this paragraph (79.1(7) “c”

(1) Primary care services eligible for payment pursuant to this paragraph (79.1(7) “c”) include:

1.  Evaluation and management (E & M) services covered by lowa Medicaid and designated in the
healthcare common procedure coding system (HCPCS) as codes 99201 through 99499, or their successor
codes; and

2. Vaccine administration services covered by lowa Medicaid and designated in the healthcare
common procedure coding system (HCPCS) as codes 90460, 90461, 90471, 90472, 90473 and 90474,
or their successor codes.

(2) For purposes of this paragraph (79.1(7) “c”), a qualified primary care physician is a physician
who:

1. Is certified by the American Board of Medical Specialties (ABMS), the American Board
of Physician Specialties (ABPS) or the American Osteopathic Association (AOA) with a specialty
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designation of family medicine, general internal medicine, or pediatric medicine or with a subspecialty
designation recognized by the certifying organization as a subspecialty of family medicine, general
internal medicine, or pediatric medicine; or

2. Has furnished primary care services eligible for payment pursuant to this paragraph
(79.1(7) “c”) equal to at least 60 percent of the [owa Medicaid services for which the qualified primary
care physician has submitted claims during the most recently completed calendar year or, for newly
eligible physicians, the prior month (excluding claims not paid and claims for which Medicare is the
primary payer).

(3) For payment to be made under this paragraph (79.1(7) “c ), the qualified primary care physician
must have certified that the physician is a qualified primary care physician by submitting Form 470-5138,
Iowa Medicaid Primary Care Physician Certification and Attestation for Primary Care Rate Increase,
prior to the date of service or by April 1, 2013, for services rendered January 1, 2013, through April 1,
2013.

(4) Primary care services eligible for payment pursuant to this rule shall be paid at the greater of:

1. The otherwise applicable lowa Medicaid rate;

2. The applicable rate under Medicare Part B, in effect for services rendered on the first day of the
calendar year;

3. The rate that would be applicable under Medicare Part B, in effect for services rendered on the
first day of the calendar year, if the conversion factor under 42 U.S.C. § 1395w-4(d) were the conversion
factor for 2009; or

4. If there is no applicable rate under Medicare Part B, the rate specified in a fee schedule
established and announced by the federal Centers for Medicare and Medicaid Services, pursuant to 42
CFR § 447.405(A)(1).

(5) Notwithstanding the foregoing provisions of this paragraph (79.1(7)“c”), payment for the
administration of vaccines provided under the vaccines for children program in calendar years 2013
or 2014 shall be limited to the lesser of:

1.  The regional maximum administration fee under the vaccines for children program; or

2. The applicable Medicare fee schedule rate for HCPCS code 90460 (or, if higher, the Medicare
fee schedule rate for HCPCS code 90460 that would apply if the conversion factor under 42 U.S.C.
§ 1395w-4(d) were the conversion factor for 2009).

79.1(8) Drugs. The amount of payment shall be based on several factors, subject to the upper limits
in42 CFR 447.500 to 447.520 as amended to May 16, 2012. The Medicaid program relies on information
published by Medi-Span to classify drugs as brand-name or generic. Specialty drugs include biological
drugs, blood-derived products, complex molecules, and select oral, injectable, and infused medications
identified by the department and published on the specialty drug list.

a. Until February 1, 2013, or federal approval of the reimbursement methodology provided in
paragraph 79.1(8) “c, ” whichever is later, reimbursement for covered generic prescription drugs shall be
the lowest of the following, as of the date of dispensing:

(1) The estimated acquisition cost, defined:

1. For covered nonspecialty generic prescription drugs, as the average wholesale price as
published by Medi-Span less 12 percent, plus the professional dispensing fee specified in paragraph
79.1(8)“i”; or

2. For covered specialty generic prescription drugs, as the average wholesale price as published
by Medi-Span less 17 percent, plus the professional dispensing fee specified in paragraph 79.1(8) “i.”

(2) The maximum allowable cost (MAC), defined as the upper limit for multiple source drugs
established in accordance with the methodology of the Centers for Medicare and Medicaid Services as
described in 42 CFR 447.514, plus the professional dispensing fee specified in paragraph 79.1(8) “i.”

(3) The state maximum allowable cost (SMAC), defined as the average wholesale acquisition cost
for a generic drug (the average price pharmacies pay to obtain the generic drug as evidenced by purchase
records) adjusted by a multiplier of 1.2, plus the professional dispensing fee specified in paragraph
79.1(8)“i.”

(4) The submitted charge, representing the provider’s usual and customary charge for the drug.
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b.  Until February 1, 2013, or federal approval of the reimbursement methodology provided in
paragraph 79.1(8) “d, ” whichever is later, reimbursement for covered brand-name prescription drugs
shall be the lower of the following, as of the date of dispensing:

(1) The estimated acquisition cost, defined:

1. For covered nonspecialty brand-name prescription drugs, as the average wholesale price as
published by Medi-Span less 12 percent, plus the professional dispensing fee specified in paragraph
79.1(8)"“i”; or

2. For covered specialty brand-name prescription drugs, as the average wholesale price as
published by Medi-Span less 17 percent, plus the professional dispensing fee specified in paragraph
79.1(8)“i.”

(2) The submitted charge, representing the provider’s usual and customary charge for the drug.

c¢.  Effective February 1, 2013, or upon federal approval, whichever is later, reimbursement for
covered generic prescription drugs and for covered nonprescription drugs shall be the lowest of the
following, as of the date of dispensing:

(1) The average actual acquisition cost (AAC), determined pursuant to paragraph 79.1(8) “k, ” plus
the professional dispensing fee determined pursuant to paragraph 79.1(8) ‘7. ”

(2) The maximum allowable cost (MAC), defined as the specific upper limit for multiple source
drugs established in accordance with the methodology of the Centers for Medicare and Medicaid Services
as described in 42 CFR 447.514, plus the professional dispensing fee determined pursuant to paragraph
79.1(8)°5.”

(3) The submitted charge, representing the provider’s usual and customary charge for the drug.

d.  Effective February 1, 2013, or upon federal approval, whichever is later, reimbursement for
covered brand-name prescription drugs shall be the lower of the following, as of the date of dispensing:

(1) The average actual acquisition cost (AAC), determined pursuant to paragraph 79.1(8) “k, ” plus
the professional dispensing fee determined pursuant to paragraph 79.1(8) ‘7. ”

(2) The submitted charge, representing the provider’s usual and customary charge for the drug.

e.  No payment shall be made for sales tax.

£ All hospitals that wish to administer vaccines which are available through the vaccines for
children program to Medicaid members shall enroll in the vaccines for children program. In lieu
of payment, vaccines available through the vaccines for children program shall be accessed from
the department of public health for Medicaid members. Hospitals receive reimbursement for the
administration of vaccines to Medicaid members through the DRG reimbursement for inpatients and
APC reimbursement for outpatients.

g Until February 1, 2013, or federal approval of the reimbursement methodology provided
in paragraph 79.1(8) “c,” whichever is later, the basis of payment for nonprescription drugs shall be
the same as specified in paragraph 79.1(8) “a” except that the department shall establish a maximum
allowable reimbursable cost for these drugs using the average wholesale prices of the chemically
equivalent products available. The department shall set the maximum allowable reimbursable cost at the
median of those average wholesale prices. No exceptions for higher reimbursement will be approved.

h.  An additional reimbursement amount of one cent per dose shall be added to the allowable cost
of a prescription for an oral solid if the drug is dispensed to a patient in a nursing home in unit dose
packaging prepared by the pharmacist.

i.  Rescinded IAB 6/11/14, effective 8/1/14.

j. The professional dispensing fee shall be a fee schedule amount determined by the department
based on a survey of lowa Medicaid participating pharmacy providers’ costs of dispensing drugs to
Medicaid beneficiaries conducted every two years beginning in SFY 2014-2015.

k. For purposes of this rule, average actual acquisition cost (AAC) is defined as retail pharmacies’
average prices paid to acquire drug products. Average AAC shall be determined by the department based
on a survey of invoice prices paid by lowa Medicaid retail pharmacies. Surveys shall be conducted
at least once every six months, or more often at the department’s discretion. The average AAC shall
be calculated as a statistical mean based on one reported cost per drug per pharmacy. The average
AAC determined by the department shall be published on the lowa Medicaid enterprise Web site. If no
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current average AAC has been determined for a drug, the wholesale acquisition cost (WAC) published
by Medi-Span shall be used as the average AAC.

[, For purposes of this subrule, “equivalent products” shall be those that meet therapeutic
equivalent standards as published in the federal Food and Drug Administration document, “Approved
Prescription Drug Products With Therapeutic Equivalence Evaluations.”

m. Savings in Medicaid reimbursements attributable to the SMAC shall be used to pay costs
associated with determination of the SMAC, before reversion to Medicaid.

n. Payment to physicians for physician-administered drugs billed with healthcare common
procedure coding system (HCPCS) Level II “J” codes, as a physician service, shall be pursuant to
physician payment policy under subrule 79.1(2).

79.1(9) HCBS consumer choices financial management.

a. Monthly allocation. A financial management service provider shall receive a monthly
fee as established in subrule 79.1(2) for each consumer electing to work with that provider
under the HCBS consumer choices option. The financial management service provider shall also
receive monthly the consumer’s individual budget amount as determined under 441—paragraph
78.34(13)“b, ”78.37(16) “b, "78.38(9) “b, "78.41(15) “b, "78.43(15) “b, " or 78.46(6) “b.”

b.  Cost settlement. The financial management service shall pay from the monthly allocated
individual budget amount for independent support broker service, self-directed personal care services,
individual-directed goods and services, and self-directed community supports and employment as
authorized by the consumer. On a quarterly basis during the federal fiscal year, the department shall
perform a cost settlement. The cost settlement represents the difference between the amount received
for the allocated individual budget and the amount actually utilized.

c.  Start-up grants. A qualifying financial management service provider may be reimbursed up to
$10,000 for the costs associated for starting the service.

(1) Start-up reimbursement shall be issued as long as funds for this purpose are available from the
Robert Wood Johnson Foundation or until September 30, 2007.

(2) Funds will not be distributed until the provider meets all of the following criteria:

1. The provider shall meet the requirements to be certified to participate in an HCBS waiver
program as set forth in 441—subrule 77.30(13), 77.33(16), 77.34(9), 77.37(28), 77.39(26), or 77.41(7),
including successful completion of a readiness review as approved by the department.

2. The provider shall enter into an agreement with the department to provide statewide coverage
for not less than one year from the date that the funds are distributed.

3. The provider shall submit to the department for approval a budget identifying the costs
associated with starting financial management service.

(3) Ifthe provider fails to continue to meet these qualifications after the funds have been distributed,
the department may recoup all or part of the funds paid to the provider.

79.1(10) Prohibition against reassignment of claims. No payment under the medical assistance
program for any care or service provided to a patient by any health care provider shall be made to anyone
other than the providers. However with respect to physicians, dentists or other individual practitioners
direct payment may be made to the employer of the practitioner if the practitioner is required as a
condition of employment to turn over fees to the employer; or where the care or service was provided in
a facility, to the facility in which the care or service was provided if there is a contractual arrangement
between the practitioner and the facility whereby the facility submits the claim for reimbursement; or to
a foundation, plan or similar organization including a health maintenance organization which furnishes
health care through an organized health care delivery system if there is a contractual agreement between
organization and the person furnishing the service under which the organization bills or receives
payment for the person’s services. Payment may be made in accordance with an assignment from the
provider to a government agency or an assignment made pursuant to a court order. Payment may be
made to a business agent, such as a billing service or accounting firm, which renders statements and
receives payment in the name of the provider when the agent’s compensation for this service is (1)
reasonably related to the cost or processing the billing; (2) not related on a percentage or other basis



Ch 79, p.36 Human Services[441] IAC 7/9/14

to the dollar amounts to be billed or collected; and (3) not dependent upon the actual collection of
payment. Nothing in this rule shall preclude making payment to the estate of a deceased practitioner.

79.1(11) Prohibition against factoring. Payment under the medical assistance program for any care
or service furnished to an individual by providers as specified in 79.1(1) shall not be made to or through
a factor either directly or by virtue of power of attorney given by the provider to the factor. A factor is
defined as an organization, collection agency, or service bureau which, or an individual who, advances
money to a provider for accounts receivable which have been assigned or sold or otherwise transferred
including transfer through the use of power of attorney to the organization or individual for an added
fee or reduction of a portion of the accounts receivable. The term factor does not include business
representatives such as billing agents or accounting firms which render statements and receive payments
in the name of the individual provider provided that the compensation of the business representative for
the service is reasonably related to the cost of processing the billings and is not related on a percentage
or other basis to the dollar amounts to be billed or collected.

79.1(12) Reasonable charges for services, supplies, and equipment. For selected medical services,
supplies, and equipment, including equipment servicing, which in the judgment of the Secretary of
the Department of Health and Human Services generally do not vary significantly in quality from one
provider to another, the upper limits for payments shall be the lowest charges for which the devices are
widely and consistently available in a locality. For those selected services and items furnished under
Part B of Medicare and Medicaid, the upper limits shall be the lowest charge levels recognized under
Medicare. For those selected services and items furnished only under Medicaid, the upper limits shall
be the lowest charge levels determined by the department according to the Medicare reimbursement
method.

a. For any noninstitutional item or service furnished under both Medicare and Medicaid, the
department shall pay no more than the reasonable charge established for that item or service by the Part
B Medicare carrier serving part or all of Iowa. Noninstitutional services do not include practitioner’s
services, such as physicians, pharmacies, or out-patient hospital services.

b.  For all other noninstitutional items or services furnished only under Medicaid, the department
shall pay no more than the customary charge for a provider or the prevailing charges in the locality for
comparable items or services under comparable circumstances, whichever is lower.

79.1(13) Copayment by member. A copayment in the amount specified shall be charged to members
for the following covered services:

a. The member shall pay a copayment for each covered prescription or refill of any covered drug
as follows:

(1) One dollar for generic drugs and preferred brand-name drugs. Any brand-name drug that is
not subject to prior approval based on nonpreferred status on the preferred drug list published by the
department pursuant to lowa Code section 249A.20A shall be treated as a preferred brand-name drug.

(2) Rescinded IAB 7/6/05, effective 7/1/05.

(3) One dollar for nonpreferred brand-name drugs for which the cost to the state is less than $25.

(4) Two dollars for nonpreferred brand-name drugs for which the cost to the state is $25.01 to $50.

(5) Three dollars for nonpreferred brand-name drugs for which the cost to the state is $50.01 or
more.

(6) For the purpose of this paragraph, the cost to the state is determined without regard to federal
financial participation in the Medicaid program or to any rebates received.

b.  The member shall pay $1 copayment for total covered service rendered on a given date
for podiatrists’ services, chiropractors’ services, and services of independently practicing physical
therapists.

¢.  The member shall pay $2 copayment for total covered services rendered on a given
date for medical equipment and appliances, prosthetic devices and medical supplies as defined in
441—78.10(249A), orthopedic shoes, services of audiologists, services of hearing aid dealers except
the hearing aid, services of optometrists, opticians, rehabilitation agencies, and psychologists, and
ambulance services.

d.  The member shall pay $3 copayment for:
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(1) Total covered service rendered on a given date for dental services and hearing aids.

(2) All covered services rendered in a physician office visit on a given date. For the purposes of this
subparagraph, “physician” means either a doctor of allopathic medicine (M.D.) or a doctor of osteopathic
medicine (D.O.), as defined under rule 441—77.1(249A).

e. Copayment charges are not applicable to persons under age 21.

£~ Copayment charges are not applicable to family planning services or supplies.

g Copayment charges are not applicable for a member receiving inpatient care in a hospital,
nursing facility, state mental health institution, or other medical institution if the person is required,
as a condition of receiving services in the institution, to spend for costs of necessary medical care all but
a minimal amount of income for personal needs.

h.  The member shall pay $1 for each federal Medicare Part B crossover claim submitted to the
Medicaid program when the services provided have a Medicaid copayment as set forth above.

i.  Copayment charges are not applicable to services furnished pregnant women.

j. All providers are prohibited from offering or providing copayment related discounts, rebates,
or similar incentives for the purpose of soliciting the patronage of Medicaid members.

k. Copayment charges are not applicable for emergency services. Emergency services are defined
as services provided in a hospital, clinic, office, or other facility that is equipped to furnish the required
care, after the sudden onset of a medical condition manifesting itself by acute symptoms of sufficient
severity (including severe pain), that the absence of immediate medical attention could reasonably be
expected to result in:

(1) Placing the patient’s health in serious jeopardy,

(2) Serious impairment to bodily functions, or

(3) Serious dysfunction of any bodily organ or part.

[, Copayment charges are not applicable for services rendered by a health maintenance
organization in which the member is enrolled.

m. No provider of service participating in the Medicaid program may deny care or services to
a person eligible for care or services under the program because of the person’s inability to pay a
copayment. However, this rule does not change the fact that a member is liable for the charges and it
does not preclude the provider from attempting to collect them.

n.  The member shall pay a $3 copayment for each visit to a hospital emergency room for treatment
that does not meet the criteria for an emergency service as defined in paragraph 79.1(13) “k.” This $3
copayment shall not apply if the visit to the emergency room results in a hospital admission.

79.1(14) Reimbursement for hospice services.

a. Medicaid hospice rates. The Medicaid hospice rates are based on the methodology used in
setting Medicare rates, adjusted to disregard cost offsets attributable to Medicare coinsurance amounts,
and with application of the appropriate area wage adjustments for the categories of care provided.

Hospices are reimbursed at one of four predetermined rates based on the level of care furnished to
the individual for that day. Payments to a hospice for inpatient care are subject to the limitations imposed
by Medicare. The levels of care into which each day of care is classified are as follows:

(1) Routine home care.

(2) Continuous home care.

(3) Inpatient respite care.

(4) General inpatient care.

b.  Adjustment to hospice rates. An adjustment to hospice reimbursement is made when a
recipient residing in a nursing facility elects the hospice benefit. The adjustment will be a room and
board rate that is equal to the rate at which the facility is paid for reserved bed days or 95 percent of
the facility’s Medicaid reimbursement rate, whichever is greater. Room and board services include
the performance of personal care services, including assistance in activities of daily living, socializing
activities, administration of medication, maintaining the cleanliness of a resident’s room and supervising
and assisting in the use of durable medical equipment and prescribed therapies.



Ch 79, p.38 Human Services[441] IAC 7/9/14

For hospice recipients entering a nursing facility the adjustment will be effective the date of entry.
For persons in nursing facilities prior to hospice election, the adjustment rate shall be effective the date
of election.

For individuals who have client participation amounts attributable to their cost of care, the adjustment
to the hospice will be reduced by the amount of client participation as determined by the department.
The hospice will be responsible for collecting the client participation amount due the hospice unless the
hospice and the nursing facility jointly determine the nursing facility is to collect the client participation.

c.  Payment for day of discharge. For the day of discharge from an inpatient unit, the appropriate
home care rate is to be paid unless the recipient dies as an inpatient. When the recipient is discharged as
deceased, the inpatient rate (general or respite) is to be paid for the discharge date.

d.  Hospice cap. Overall aggregate payments made to a hospice during a hospice cap period are
limited or capped. The hospice cap year begins November 1 and ends October 31 of the next year.
The cap amount for each hospice is calculated by multiplying the number of beneficiaries electing
hospice care from that hospice during the cap period by the base statutory amount, adjusted to reflect
the percentage increase or decrease in the medical care expenditure category of the Consumer Price
Index for all urban consumers published by the Bureau of Labor Statistics. Payments made to a hospice
but not included in the cap include room and board payment to a nursing home. Any payment in excess
of the cap must be refunded to the department by the hospice.

e. Limitation of payments for inpatient care. Payments to a hospice for inpatient care shall be
limited according to the number of days of inpatient care furnished to Medicaid patients. During the
12-month period beginning November 1 of each year and ending October 31, the aggregate number of
inpatient days (both for general inpatient care and inpatient respite care) shall not exceed 20 percent of
the aggregate total number of days of hospice care provided to all Medicaid recipients during that same
period. Medicaid recipients afflicted with acquired immunodeficiency syndrome (AIDS) are excluded
in calculating this inpatient care limitation. This limitation is applied once each year, at the end of the
hospices’ “cap period” (November 1 to October 31). For purposes of this computation, if it is determined
that the inpatient rate should not be paid, any days for which the hospice receives payment at a home
care rate will not be counted as inpatient days. The limitation is calculated as follows:

(1) The maximum allowable number of inpatient days will be calculated by multiplying the total
number of days of Medicaid hospice care by 0.2.

(2) If the total number of days of inpatient care furnished to Medicaid hospice patients is less than
or equal to the maximum, no adjustment will be necessary.

(3) If the total number of days of inpatient care exceeded the maximum allowable number, the
limitation will be determined by:

1. Calculating a ratio of the maximum allowable days to the number of actual days of inpatient
care, and multiplying this ratio by the total reimbursement for inpatient care (general inpatient and
inpatient respite reimbursement) that was made.

2. Multiplying excess inpatient care days by the routine home care rate.

3. Adding together the amounts calculated in “1” and “2.”

4. Comparing the amount in “3” with interim payments made to the hospice for inpatient care
during the “cap period.”

Any excess reimbursement shall be refunded by the hospice.

f- Location of services. Claims must identify the geographic location where the service is
provided (as distinct from the location of the hospice).

79.1(15) HCBS retrospectively limited prospective rates. This methodology applies to
reimbursement for HCBS supported community living; HCBS family and community support services;
HCBS supported employment enhanced job search activities; and HCBS interim medical monitoring
and treatment when provided by an HCBS-certified supported community agency.

a. Reporting requirements.

(1) Providers shall submit cost reports for each waiver service provided using Form 470-0664,
Financial and Statistical Report for Purchase of Service, and Form 470-3449, Supplemental Schedule.
The cost reporting period is from July 1 to June 30. The completed cost reports shall be submitted to
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the IME Provider Cost Audits and Rate Setting Unit, P.O. Box 36450, Des Moines, lowa 50315, or by
electronic mail to costaudit@dhs.state.ia.us, by September 30 of each year.

(2) If a provider chooses to leave the HCBS program or terminates a service, a final cost report
shall be submitted within 60 days of termination for retrospective adjustment.

(3) Costs reported under the waiver shall not be reported as reimbursable costs under any other
funding source. Costs incurred for other services shall not be reported as reimbursable costs under the
waiver.

(4) Financial information shall be based on the agency’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting. Providers which are multiple program agencies shall
submit a cost allocation schedule, prepared in accordance with generally accepted accounting principles.

(5) Failure to maintain records to support the cost reports may result in termination of the provider’s
HCBS certification.

(6) The department may require that an opinion of a certified public accountant or public accountant
accompany the report when adjustments made to prior reports indicate noncompliance with reporting
instructions.

(7) A 30-day extension for submitting the cost reports due by September 30 may be obtained by
submitting a letter to the bureau of long-term care by September 30. No extensions will be granted
beyond 30 days.

(8) Failure to submit a report that meets the requirements of this paragraph by September 30 or an
extended deadline granted per subparagraph (7) shall reduce payment to 76 percent of the current rate.
The reduced rate shall be paid for not longer than three months, after which time no further payments
will be made.

b.  Home- and community-based general rate criteria.

(1) To receive reimbursement for services, a certified provider shall enter into an agreement with
the department on Form 470-2918, HCBS Waiver Agreement, and have an approved service plan for the
consumer.

(2) The rates a provider may charge are subject to limits established in subrule 79.1(2).

(3) Indirect administrative costs shall be limited to 20 percent of other costs.

(4) Mileage costs shall be reimbursed according to state employee rate.

(5) Consumer transportation, consumer consulting, consumer instruction, consumer environmental
modification and repairs and consumer environmental furnishings shall not exceed $1,570 per consumer
per year for supported community living services.

(6) For respite care provided in the consumer’s home, only the cost of care is reimbursed.

(7) For respite care provided outside the consumer’s home, charges may include room and board.

(8) Transportation and therapeutic resources reimbursement shall not exceed $1,500 per child per
year for family and community support services.

¢.  Prospective rates for new providers.

(1) Providers who have not submitted an annual report including at least 6 months of actual,
historical costs shall be paid prospective rates based on projected reasonable and proper costs of
operation for a 12-month period reported in Form SS-1703-0, Financial and Statistical Report, and
Form 470-3449, Supplemental Schedule.

(2) Prospective rates shall be subject to retrospective adjustment as provided in paragraph “e.’

(3) After aprovider has submitted an annual report including at least six months of actual, historical
costs, prospective rates shall be determined as provided in paragraph “d.”

d.  Prospective rates for established providers.

(1) Providers who have submitted an annual report including at least six months of actual, historical
costs shall be paid prospective rates based on reasonable and proper costs in a base period, as adjusted
for inflation.

(2) The base period shall be the period covered by the first Form SS-1703-0, Financial and
Statistical Report, and Form 470-3449, Supplemental Schedule, submitted to the department after 1997
that includes at least six months of actual, historical costs.

>
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(3) Reasonable and proper costs in the base period shall be inflated by a percentage of the increase
in the consumer price index for all urban consumers for the preceding 12-month period ending June 30,
based on the months included in the base period, to establish the initial prospective rate for an established
provider.

(4) After establishment of the initial prospective rate for an established provider, the rate will be
adjusted annually, effective for the third month after the month during which the annual cost report is
submitted to the department. The provider’s new rate shall be the actual reconciled rate or the previously
established rate adjusted by the consumer price index for all urban consumers for the preceding 12-month
period ending June 30, whichever is less.

(5) Prospective rates for services other than respite shall be subject to retrospective adjustment as
provided in paragraph “f.”

e.  Prospective rates for respite. Rescinded IAB 5/1/13, effective 7/1/13.

f- Retrospective adjustments.

(1) Retrospective adjustments shall be made based on reconciliation of provider’s reasonable and
proper actual service costs with the revenues received for those services as reported on Form 470-3449,
Supplemental Schedule, accompanying Form SS-1703-0, Financial and Statistical Report for Purchase
of Service.

(2) Revenues exceeding adjusted actual costs by more than 4.5 percent shall be remitted to the
department. Payment will be due upon notice of the new rates and retrospective rate adjustment.

(3) Providers who do not reimburse revenues exceeding 104.5 percent of actual costs 30 days after
notice is given by the department will have the revenues over 104.5 percent of the actual costs deducted
from future payments.

g Supported community living daily rate. For purposes of determining the daily rate for supported
community living services, providers are treated as new providers until they have submitted an annual
report including at least six months of actual costs for the same consumers at the same site with no
significant change in any consumer’s needs, or if there is a subsequent change in the consumers at a site
or in any consumer’s needs. Individual prospective daily rates are determined for each consumer. These
rates may be adjusted no more than once every three months if there is a vacancy at the site for over
30 days or the consumer’s needs have significantly changed. Rates adjusted on this basis will become
effective the month a new cost report is submitted. Retrospective adjustments of the prospective daily
rates are based on each site’s average costs.

79.1(16) Outpatient reimbursement for hospitals.

a. Definitions.

“Allowable costs ” means the costs defined as allowable in 42 CFR, Chapter IV, Part 413, as amended
to October 1, 2007, except for the purposes of calculating direct medical education costs, where only the
reported costs of the interns and residents are allowed. Further, costs are allowable only to the extent
that they relate to patient care; are reasonable, ordinary, and necessary; and are not in excess of what a
prudent and cost-conscious buyer would pay for the given service or item.

“Ambulatory payment classification” or “APC” means an outpatient service or group of services
for which a single rate is set. The services or groups of services are determined according to the typical
clinical characteristics, the resource use, and the costs associated with the service or services.

“Ambulatory payment classification relative weight” or “APC relative weight” means the relative
value assigned to each APC.

“Ancillary service” means a supplemental service that supports the diagnosis or treatment of the
patient’s condition. Examples include diagnostic testing or screening services and rehabilitative services
such as physical or occupational therapy.

“APC service” means a service that is priced and paid using the APC system.

“Base year cost report,” for rates effective January 1, 2009, means the hospital’s cost report with
fiscal year end on or after January 1, 2007, and before January 1, 2008. Cost reports shall be reviewed
using Medicare’s cost reporting and cost reimbursement principles for those cost reporting periods.

“Blended base APC rate” shall mean the hospital-specific base APC rate, plus the statewide base
APC rate, divided by two. The costs of hospitals receiving reimbursement as critical access hospitals
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during any of the period included in the base-year cost report shall not be used in determining the
statewide base APC rate.

“Case-mix index” shall mean an arithmetical index measuring the relative average costliness of
outpatient cases treated in a hospital, compared to the statewide average.

“Cost outlier” shall mean services provided during a single visit that have an extraordinarily high
cost as established in paragraph “g” and are therefore eligible for additional payments above and beyond
the base APC payment.

“Current procedural terminology—fourth edition (CPT-4)” is the systematic listing and coding of
procedures and services provided by physicians or other related health care providers. The CPT-4 coding
is maintained by the American Medical Association and is updated yearly.

“Diagnostic service” means an examination or procedure performed to obtain information regarding
the medical condition of an outpatient.

“Direct medical education costs” shall mean costs directly associated with the medical education
of interns and residents or other medical education programs, such as a nursing education program or
allied health programs, conducted in an outpatient setting, that qualify for payment as medical education
costs under the Medicare program. The amount of direct medical education costs is determined from the
hospital base-year cost reports and is inflated in determining the direct medical education rate.

“Direct medical education rate” shall mean a rate calculated for a hospital reporting medical
education costs on the Medicare cost report (CMS 2552). The rate is calculated using the following
formula: Direct medical education costs are multiplied by the percentage of valid claims to total claims,
further multiplied by inflation factors, then divided by outpatient visits.

“Discount factor” means the percentage discount applied to additional APCs when more than one
APC is provided during the same visit (including the same APC provided more than once). Not all APCs
are subject to a discount factor.

“GME/DSH fund apportionment claim set” means the hospital’s applicable Medicaid claims paid
from July 1, 2008, through June 30, 2009. The claim set is updated every three years in July.

“GME/DSH fund implementation year” means 2009.

“Graduate medical education and disproportionate share fund” or “GME/DSH fund” means
a reimbursement fund developed as an adjunct reimbursement methodology to directly reimburse
qualifying hospitals for the direct costs of interns and residents associated with the operation of graduate
medical education programs for outpatient services.

“Healthcare common procedures coding system” or “HCPCS” means the national uniform
coding method that is maintained by the Centers for Medicare and Medicaid Services (CMS) and that
incorporates the American Medical Association publication Physicians Current Procedural Terminology
(CPT) and the three HCPCS unique coding levels I, II, and III.

“Hospital-based clinic ” means a clinic that is owned by the hospital, operated by the hospital under
its hospital license, and on the premises of the hospital.

“International classifications of diseases—fourth edition, ninth revision (ICD-9)” is a systematic
method used to classify and provide standardization to coding practices which are used to describe the
diagnosis, symptom, complaint, condition or cause of a person’s injury or illness.

“Medicaid claim set” means the hospital’s applicable Medicaid claims for the period of January 1,
2006, through December 31, 2007, and paid through March 31, 2008.

“Modifier” means a two-character code that is added to the procedure code to indicate the type of
service performed. The modifier allows the reporting hospital to indicate that a performed service or
procedure has been altered by some specific circumstance. The modifier may affect payment or may be
used for information only.

“Multiple significant procedure discounting” means a reduction of the standard payment amount
for an APC to recognize that the marginal cost of providing a second APC service to a patient during a
single visit is less than the cost of providing that service by itself.

“Observation services” means a set of clinically appropriate services, such as ongoing short-term
treatment, assessment, and reassessment, that is provided before a decision can be made regarding
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whether a patient needs further treatment as a hospital inpatient or is able to be discharged from the
hospital.

“Outpatient hospital services” means preventive, diagnostic, therapeutic, observation,
rehabilitation, or palliative services provided to an outpatient by or under the direction of a physician,
dentist, or other practitioner by an institution that:

1. Is licensed or formally approved as a hospital by the officially designated authority in the state
where the institution is located; and

2. Meets the requirements for participation in Medicare as a hospital.

“Outpatient prospective payment system” or “OPPS” means the payment methodology for hospital
outpatient services established by this subrule and based on Medicare’s outpatient prospective payment
system mandated by the Balanced Budget Refinement Act of 1999 and the Medicare, Medicaid and
SCHIP Benefits Improvement and Protection Act of 2000.

“Outpatient visit” shall mean those hospital-based outpatient services which are billed on a single
claim form.

“Packaged service” means a service that is secondary to other services but is considered an integral
part of another service.

“Pass-through” means certain drugs, devices, and biologicals for which providers are entitled to
payment separate from any APC.

“Quality improvement organization” or “QIO” shall mean the organization that performs medical
peer review of Medicaid claims, including review of validity of hospital diagnosis and procedure coding
information; completeness, adequacy and quality of care; and appropriateness of prospective payments
for outlier cases and nonemergent use of the emergency room. These activities undertaken by the QIO
may be included in a contractual relationship with the lowa Medicaid enterprise.

“Rebasing” shall mean the redetermination of the blended base APC rate using more recent Medicaid
cost report data.

“Significant procedure” shall mean the procedure, therapy, or service provided to a patient that
constitutes the primary reason for the visit and dominates the time and resources expended during the
visit.

“Status indicator” or “SI” means a payment indicator that identifies whether a service represented
by a CPT or HCPCS code is payable under the OPPS APC or another payment system. Only one status
indicator is assigned to each CPT or HCPCS code.

b.  Outpatient hospital services. Medicaid adopts the Medicare categories of hospitals and services
subject to and excluded from the hospital outpatient prospective payment system (OPPS) at 42 CFR
419.20 through 419.22 as amended to October 1, 2007, except as indicated in this subrule.

(1) A teaching hospital that has approval from the Centers for Medicare and Medicaid Services to
receive reasonable cost reimbursement for physician services under 42 CFR 415.160 through 415.162 as
amended to October 1, 2007, is eligible for combined billing status if the hospital has filed the approval
notice with the lowa Medicaid enterprise provider cost audit and rate setting unit. If a teaching hospital
elects to receive reasonable cost payment for physician direct medical and surgical services furnished
to Medicaid members, those services and the supervision of interns and residents furnishing the care
to members are covered as hospital services and are combined with the bill for hospital service. Cost
settlement for the reasonable costs related to physician direct medical and surgical services shall be made
after receipt of the hospital’s financial and statistical report.

(2) A hospital-based ambulance service must be an enrolled Medicaid ambulance provider and
must bill separately for ambulance services. EXCEPTION: If the member’s condition results in an inpatient
admission to the hospital, the reimbursement for ambulance services is included in the hospital’s DRG
reimbursement rate for the inpatient services.

(3) All psychiatric services for members who have a primary diagnosis of mental illness and are
enrolled in the lowa Plan program under 441—Chapter 88 shall be the responsibility of the lowa Plan
contractor and shall not be otherwise payable by lowa Medicaid. The only exceptions to this policy are
reference laboratory and radiology services, which will be payable by fee schedule or APC.
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(4) Emergency psychiatric evaluations for members who are covered by the lowa Plan shall be the
responsibility of the lowa Plan contractor. For members who are not covered by the lowa Plan, services
shall be payable under the APC for emergency psychiatric evaluation.

(5) Substance abuse services for persons enrolled in the Iowa Plan program under 441—Chapter
88 shall be the responsibility of the lowa Plan contractor and shall not be otherwise payable by lowa
Medicaid. The only exceptions to this policy are reference laboratory and radiology services, which will
be payable by fee schedule or APC.

c¢.  Payment for outpatient hospital services.

(1) Outpatient hospital services shall be reimbursed according to the first of the following
methodologies that applies to the service:

1. Any specific rate or methodology established by rule for the particular service.

2. The OPPS APC rates established pursuant to this subrule.

3. Fee schedule rates established pursuant to paragraph 79.1(1) “c.

(2) Except as provided in paragraph 79.1(16)“h,” outpatient hospital services that have been
assigned to an APC with an assigned weight shall be reimbursed based on the APC to which the services
provided are assigned. The department adopts and incorporates by reference the OPPS APCs and
relative weights effective January 1, 2008, published on November 27, 2007, as final by the Centers for
Medicare and Medicaid Services in the Federal Register at Volume 72, No. 227, page 66579. Relative
weights and APCs shall be updated pursuant to paragraph 79.1(16) ‘7. ”

(3) The APC payment is calculated as follows:

1. The applicable APC relative weight is multiplied by the blended base APC rate determined
according to paragraph 79.1(16) “e.”

2. The resulting APC payment is multiplied by a discount factor of 50 percent and by units of
service when applicable.

3. For aprocedure started but discontinued before completion, the department will pay 50 percent
of the APC for the service.

(4) The OPPS APC payment status indicators show whether a service represented by a CPT or
HCPCS code is payable under an OPPS APC or under another payment system and whether particular
OPPS policies apply to the code. The following table lists the status indicators and definitions for both
services that are paid under an OPPS APC and services that are not paid under an OPPS APC.

s

Indicator Item, Code, or Service OPPS Payment Status

A Services furnished to a hospital outpatient that are
paid by Medicare under a fee schedule or payment
system other than OPPS, such as:

For services covered by lowa Medicaid as an
outpatient hospital service, the service is not
paid under OPPS APC, but is paid based on

Ambulance services.

Clinical diagnostic laboratory services.
Diagnostic mammography.

Screening mammography.

Nonimplantable prosthetic and orthotic devices.

Physical, occupational, and speech therapy.
Erythropoietin for end-stage renal dialysis
(ESRD) patients.

Routine dialysis services provided for ESRD
patients in a certified dialysis unit of a hospital.

the Iowa Medicaid fee schedule for outpatient
hospital services established pursuant to
79.1(1)“c.”

For services not covered by lowa Medicaid as
an outpatient hospital service, the service is
not paid under OPPS APC, but may be paid
by lowa Medicaid under the specific rate or
methodology established by other rules (other
than outpatient hospital).
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Indicator Item, Code, or Service OPPS Payment Status
B Codes that are not paid by Medicare on an outpatient | Not paid under OPPS APC.
hospital basis ° May be paid when submitted on a
different bill type other than outpatient
hospital (13x).

. An alternate code that is payable when
submitted on an outpatient hospital bill
type (13x) may be available.

C Inpatient procedures If covered by lowa Medicaid as an outpatient
hospital service, the service is not paid under
OPPS APC, but is paid based on the Iowa
Medicaid fee schedule for outpatient hospital
services established pursuant to 79.1(1) “c.”

If not covered by lowa Medicaid as an

outpatient hospital service, the service is not

paid under OPPS APC. Admit the patient and
bill as inpatient care.

D Discontinued codes Not paid under OPPS APC or any other
Medicaid payment system.

E Items, codes, and services: If covered by lowa Medicaid, the item, code, or

o That are not covered by Medicare based on service is not paid under OPPS APC, but is paid
statutory exclusion and may or may not be based on the lowa Medicaid fee schedule for
covered by Iowa Medicaid; or outpatient hospital services established pursuant

. That are not covered by Medicare for reasons | t0 79.1(1)%c.”
other than statutory exclusion and may or may o )
not be covered by lowa Medicaid; or If not covered by lowa Medicaid, the item,

o That are not recognized by Medicare but for code, or service is not paid under OPPS APC or
which an alternate code for the same item or | any other Medicaid payment system.
service may be available under lowa Medicaid;
or

. For which separate payment is not provided
by Medicare but may be provided by Iowa
Medicaid.

F Certified registered nurse anesthetist services If covered by lowa Medicaid, the item or
service is not paid under OPPS APC, but is paid

Corneal tissue acquisition based on the lowa Medicaid fee schedule for

outpatient hospital services established pursuant

Hepeatitis B vaccines to 79.1(1) “c.”

If not covered by lowa Medicaid, the item or

service is not paid under OPPS APC or any

other Medicaid payment system.

G Pass-through drugs and biologicals If covered by lowa Medicaid, the item is not
paid under OPPS APC, but is paid based on
the Iowa Medicaid fee schedule for outpatient
hospital services established pursuant to
79.1(1)“c.”

If not covered by lowa Medicaid, the item is not

paid under OPPS APC or any other Medicaid

payment system.

H Pass-through device categories If covered by lowa Medicaid, the device is not

paid under OPPS APC, but is paid based on
the Iowa Medicaid fee schedule for outpatient
hospital services established pursuant to
79.1(1)“c.”

If not covered by lowa Medicaid, the device
is not paid under OPPS APC or any other
Medicaid payment system.
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Indicator

Item, Code, or Service

OPPS Payment Status

K

Non-pass-through drugs and biologicals

Therapeutic radiopharmaceuticals

If covered by Iowa Medicaid, the item is:

° Paid under OPPS APC with a separate
APC payment when both an APC and an
APC weight are established.

. Paid based on the lowa Medicaid fee
schedule for outpatient hospital services
established pursuant to 79.1(1) “c¢”
when either no APC or APC weight is
established.

If not covered by Iowa Medicaid, the item is not
paid under OPPS APC or any other Medicaid
payment system.

Influenza vaccine

Pneumococcal pneumonia vaccine

If covered by lowa Medicaid, the vaccine

is not paid under OPPS APC, but is paid
based on the lowa Medicaid fee schedule for
outpatient hospital services established pursuant
to 79.1(1)“c.”

If not covered by lowa Medicaid, the vaccine
is not paid under OPPS APC or any other
Medicaid payment system.

Items and services not billable to the Medicare fiscal
intermediary

If covered by Iowa Medicaid, the item or
service is not paid under OPPS APC, but is paid
based on the lowa Medicaid fee schedule for
outpatient hospital services established pursuant
to 79.1(1)“c.”

If not covered by lowa Medicaid, the item or
service is not paid under OPPS APC or any
other Medicaid payment system.

Packaged services not subject to separate payment
under Medicare OPPS payment criteria

Paid under OPPS APC. Payment, including
outliers, is included with payment for other
services; therefore, no separate payment is
made.

Partial hospitalization

Not a covered service under lowa Medicaid.

Q1

STVX-packaged codes

Paid under OPPS APC.

° Packaged APC payment if billed on the
same date of service as HCPCS code
assigned status indicator “S,” “T,” “V,”
or “X.”

° In all other circumstances, payment is
made through a separate APC payment.

Q2

T-packaged codes

Paid under OPPS APC.

° Packaged APC payment if billed on the
same date of service as HCPCS code
assigned status indicator “T.”

° In all other circumstances, payment is
made through a separate APC payment.

Q3

Codes that may be paid through a composite APC

If covered by lowa Medicaid, the code is paid
under OPPS APC with separate APC payment.

If not covered by lowa Medicaid, the code is not
paid under OPPS APC or any other Medicaid
payment system.
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Indicator Item, Code, or Service OPPS Payment Status

R Blood and blood products If covered by Iowa Medicaid, the item is paid
under OPPS APC with separate APC payment.

If not covered by Iowa Medicaid, the item is not
paid under OPPS APC or any other Medicaid
payment system.

S Significant procedure, not discounted when multiple | If covered by lowa Medicaid, the procedure
is paid under OPPS APC with separate APC
payment.

If not covered by lowa Medicaid, the procedure
is not paid under OPPS APC or any other
Medicaid payment system.

T Significant procedure, multiple reduction applies If covered by lowa Medicaid, the procedure
is paid under OPPS APC with separate APC
payment subject to multiple reduction.

If not covered by lowa Medicaid, the procedure
is not paid under OPPS APC or any other
Medicaid payment system.

U Brachytherapy sources If covered by Iowa Medicaid, the procedure
is paid under OPPS APC with separate APC
payment.

If not covered by lowa Medicaid, the procedure
is not paid under OPPS APC or any other
Medicaid payment system.

v Clinic or emergency department visit If covered by lowa Medicaid, the service is paid
under OPPS APC with separate APC payment,
subject to limits on nonemergency services
provided in an emergency room pursuant to
79.1(16)“r.”

If not covered by lowa Medicaid, the service
is not paid under OPPS APC or any other
Medicaid payment system.

X Ancillary services If covered by lowa Medicaid, the service is paid
under OPPS APC with separate APC payment.

If not covered by lowa Medicaid, the service
is not paid under OPPS APC or any other
Medicaid payment system.

Y Nonimplantable durable medical equipment For items covered by lowa Medicaid as an
outpatient hospital service, the item is not paid
under OPPS APC, but is paid based on the lowa
Medicaid fee schedule for outpatient hospital
services established pursuant to 79.1(1) “c.”

For items not covered by lowa Medicaid as an
outpatient hospital service, the item is not paid
as an outpatient hospital service, but may be
paid by lowa Medicaid under the specific rate or
methodology established by other rules (other
than outpatient hospital).

d.  Calculation of case-mix indices. Hospital-specific and statewide case-mix indices shall be
calculated using the Medicaid claim set.

(1) Hospital-specific case-mix indices are calculated by summing the relative weights for each APC
service at that hospital and dividing the total by the number of APC services for that hospital.
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(2) The statewide case-mix index is calculated by summing the relative weights for each APC
service for all claims and dividing the total by the statewide total number of APC services. Claims for
hospitals receiving reimbursement as critical access hospitals during any of the period included in the
base-year cost report are not used in calculating the statewide case-mix index.

e.  Calculation of the hospital-specific base APC rates.

(1) Using the hospital’s base-year cost report, hospital-specific outpatient cost-to-charge ratios are
calculated for each ancillary and outpatient cost center of the Medicare cost report, Form CMS 2552-96.

(2) The cost-to-charge ratios are applied to each line item charge reported on claims from the
Medicaid claim set to calculate the Medicaid cost per service. The hospital’s total outpatient Medicaid
cost is the sum of the Medicaid cost per service for all line items.

(3) The following items are subtracted from the hospital’s total outpatient Medicaid costs:

1. The total calculated Medicaid direct medical education cost for interns and residents based on
the hospital’s base-year cost report.

2.  The total calculated Medicaid cost for services listed at 441—subrule 78.31(1), paragraphs “g”
to “n.”

3. The total calculated Medicaid cost for ambulance services.

4. The total calculated Medicaid cost for services paid based on the lowa Medicaid fee schedule.

(4) The remaining amount is multiplied by a factor to limit aggregate expenditures to available
funding, divided by the hospital-specific case-mix index, and then divided by the total number of APC
services for that hospital from the Medicaid claim set.

(5) Hospital-specific base APC rates are not computed for hospitals receiving reimbursement as
critical access hospitals during any of the period included in the base-year cost report.

£ Calculation of statewide base APC rate.

(1) The statewide average base APC rate is calculated by summing the outpatient Medicaid cost
for all hospitals and subtracting the following:

1. The total calculated Medicaid direct medical education cost for interns and residents for all
hospitals.

2. The total calculated Medicaid cost for services listed at 441—subrule 78.31(1), paragraphs “g”
to “n,” for all hospitals.

3. The total calculated Medicaid cost for ambulance services for all hospitals.

4. The total calculated Medicaid cost for services paid based on the lowa Medicaid fee schedule
for all hospitals.

(2) The resulting amount is multiplied by a factor to limit aggregate expenditures to available
funding, divided by the statewide case-mix index, and then divided by the statewide total number of
APC services from the Medicaid claim set.

(3) Data for hospitals receiving reimbursement as critical access hospitals during any of the period
included in the base-year cost report is not used in calculating the statewide average base APC rate.

g Cost outlier payment policy. Additional payment is made for services provided during a single
visit that exceed the following Medicaid criteria of cost outliers for each APC. Outlier payments are
determined on an APC-by-APC basis.

(1) An APC qualifies as a cost outlier when the cost of the service exceeds both the multiple
threshold and the fixed-dollar threshold.

(2) The multiple threshold is met when the cost of furnishing an APC service exceeds 1.75 times
the APC payment amount.

(3) The fixed-dollar threshold is met when the cost of furnishing an APC service exceeds the APC
payment amount plus $2,000.

(4) If both the multiple threshold and the fixed-dollar threshold are met, the outlier payment is
calculated as 50 percent of the amount by which the hospital’s cost of furnishing the APC service or
procedure exceeds the multiple threshold.

(5) The cost of furnishing the APC service or procedure is calculated using a single overall
hospital-specific cost-to-charge ratio determined from the base-year cost report. Costs appearing on
a claim that are attributable to packaged APC services for which no separate payment is made are
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allocated to all nonpackaged APC services that appear on that claim. The amount allocated to each
nonpackaged APC service is based on the proportion the APC payment rate for that APC service bears
to the total APC rates for all nonpackaged APC services on the claim.

h.  Payment to critical access hospitals. Initial, interim payments to critical access hospitals as
defined in paragraph 79.1(5) “a” shall be the hospital’s line-item charge multiplied by the hospital’s
Medicaid outpatient cost-to-charge ratio. These interim payments are subject to annual retrospective
adjustment equal to the difference between the reasonable costs of covered services provided to
eligible fee-for-service Medicaid members (excluding members in managed care) and the Medicaid
reimbursement received. The department shall determine the reasonable costs of services based on the
hospital’s annual cost reports and Medicare cost principles. When the interim amounts paid exceed
reasonable costs, the department shall recover the difference.

(1) After any retrospective adjustment, the department shall update the cost-to-charge ratio to
reflect as accurately as is possible the reasonable costs of providing the covered service to eligible
fee-for-service Medicaid members for the coming year. The department shall base these changes on the
most recent utilization as submitted to the lowa Medicaid enterprise provider cost audit and rate setting
unit and Medicare cost principles.

(2) Once a hospital begins receiving reimbursement as a critical access hospital, the cost-to-charge
ratio is not subject to rebasing as provided in paragraph 79.1(16)}.”

i.  Cost-reporting requirements. Hospitals shall prepare annual cost reports in accordance with
generally accepted accounting principles as defined by the American Institute of Certified Public
Accountants and in accordance with Medicare Provider Reimbursement Manual, CMS Publication 15,
subject to the exceptions and limitations provided in this rule.

(1) Using electronic media, each hospital shall submit the following:

1. The hospital’s Medicare cost report (Form CMS 2552-96, Hospitals and Healthcare Complex
Cost Report);

2. Either Form 470-4515, Critical Access Hospital Supplemental Cost Report, or Form 470-4514,
Hospital Supplemental Cost Report; and

3. A copy of the revenue code crosswalk used to prepare the Medicare cost report.

(2) The cost reports and supporting documentation shall be sent to the lowa Medicaid Enterprise,
Provider Cost Audit and Rate Setting Unit, 100 Army Post Road, P.O. Box 36450, Des Moines, lowa
50315.

(3) The costreports shall be submitted on or before the last day of the fifth calendar month following
the close of the period covered by the report. For fiscal periods ending on a day other than the last day
of the month, cost reports are due 150 days after the last day of the cost-reporting period. Extensions
of the due date for filing a cost report granted by the Medicare fiscal intermediary shall be accepted by
Iowa Medicaid.

j. Rebasing.

(1) Effective January 1, 2009, and annually thereafter, the department shall update the OPPS APC
relative weights using the most current calendar update as published by the Centers for Medicare and
Medicaid Services.

(2) Effective January 1, 2009, and every three years thereafter, blended base APC rates shall be
rebased. Cost reports used in rebasing shall be the hospital fiscal year-end Form CMS 2552-96, Hospital
and Healthcare Complex Cost Report, as submitted to Medicare in accordance with Medicare cost report
submission time lines for the hospital fiscal year ending during the preceding calendar year. If a hospital
does not provide this cost report, including the Medicaid cost report and revenue code crosswalk, to the
Iowa Medicaid enterprise provider cost audit and rate setting unit by May 31 of a year in which rebasing
occurs, the most recent submitted cost report will be used.

(3) Effective January 1, 2009, and every three years thereafter, case-mix indices shall be
recalculated using valid claims most nearly matching each hospital’s fiscal year end.

(4) The graduate medical education and disproportionate share fund shall be updated as provided
in subparagraph 79.1(16) “v”(3).
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k. Payment to out-of-state hospitals. Out-of-state hospitals providing care to members of lowa’s
Medicaid program shall be reimbursed in the same manner as lowa hospitals, except as provided in
subparagraphs (1) and (2).

(1) For out-of-state hospitals that submit a cost report no later than May 31 in the most recent
rebasing year, APC payment amounts will be based on the blended base APC rate using hospital-specific,
Iowa-only Medicaid data. For other out-of-state hospitals, APC payment amounts will be based on the
Iowa statewide base APC rate.

(2) Out-of-state hospitals do not qualify for direct medical education payments pursuant to
paragraph 79.1(16) “v.”

I Preadmission, preauthorization or inappropriate services. Inpatient or outpatient services that
require preadmission or preprocedure approval by the quality improvement organization (QIO) are
updated yearly and are available from the QIO.

(1) The hospital shall provide the QIO authorization number on the claim form to receive payment.
Claims for services requiring preadmission or preprocedure approval that are submitted without this
authorization number will be denied.

(2) To safeguard against other inappropriate practices, the department, through the QIO, will
monitor admission practices and quality of care. If an abuse of the prospective payment system is
identified, payments for abusive practices may be reduced or denied. In reducing or denying payment,
Medicaid adopts the Medicare QIO regulations.

m. Health care access assessment inflation factor. Effective with the implementation of the health
care access assessment paid pursuant to 441—Chapter 36, Division III, a health care access assessment
inflation factor shall be applied to the Medicaid blended base APC rate as otherwise calculated pursuant
to this subrule for all “participating hospitals” as defined in 441—subrule 36.10(1).

(1) Calculation of inflation factor. The health care access assessment inflation factor for
participating hospitals shall be calculated by dividing the amount allowed under the Medicare outpatient
upper payment limit for the fiscal year beginning July 1, 2010, by the sum of the projected expenditures
for participating hospitals for the fiscal year beginning July 1, 2010, as determined by the fiscal
management division of the department, and the amount allowed under the Medicare outpatient upper
payment limit.

(2) Implementation date. The health care access assessment inflation factor shall not be
implemented until federal financial participation to match money collected from the health care access
assessment pursuant to 441—Chapter 36, Division III, has been approved by the federal Centers for
Medicare and Medicaid Services.

(3) End date. Application of the health care access assessment inflation factor shall terminate if
the health care access assessment is terminated pursuant to rule 441—36.12(83GA,SF2388). If federal
match money is unavailable for a retroactive period or the authority to collect the assessment is rescinded
for a retroactive period, the department shall:

1.  Recalculate Medicaid rates in effect during that period without the application of the health care
access assessment inflation factor;

2. Recompute Medicaid payments due based on the recalculated Medicaid rates;

3. Recoup any previous overpayments; and

4. Determine for each hospital the amount of health care access assessment collected during that
period and refund that amount to the facility.

n.  Determination of inpatient admission. A person is considered to be an inpatient when a formal
inpatient admission occurs, when a physician intends to admit a person as an inpatient, or when a
physician determines that a person being observed as an outpatient in an observation or holding bed
should be admitted to the hospital as an inpatient. In cases involving outpatient observation status, the
determinant of patient status is not the length of time the patient was being observed, rather whether the
observation period was medically necessary to determine whether a patient should be admitted to the
hospital as an inpatient. Outpatient observation lasting greater than a 24-hour period will be subject to
review by the QIO to determine the medical necessity of each case. For those outpatient observation
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cases where medical necessity is not established, reimbursement shall be denied for the services found
to be unnecessary for the provision of that care, such as the use of the observation room.

o. Inpatient admission after outpatient services. 1f a patient is admitted as an inpatient within three
days of the day in which outpatient services were rendered, all outpatient services related to the principal
diagnosis are considered inpatient services for billing purposes. The day of formal admission as an
inpatient is considered as the first day of hospital inpatient services. EXCEPTION: This requirement does
not apply to critical access hospitals.

p. Cost report adjustments. Rescinded IAB 6/11/03, effective 7/16/03.

q. Determination of payment amounts for mental health noninpatient (NIP) services. Mental
health NIP services are limited as set forth at 441—subparagraph 78.31(4) “d”’(7) and are reimbursed
on a fee schedule basis. Mental health NIP services are the responsibility of the managed mental health
care and substance abuse (Iowa Plan) contractor for persons eligible for managed mental health care.

r. Services delivered in the emergency room. Payment to a hospital for assessment of any
Medicaid member in an emergency room shall be made pursuant to fee schedule. Payment for treatment
of a Medicaid member in an emergency room shall be made as follows:

(1) If the emergency room visit results in an inpatient hospital admission, the treatment provided
in the emergency room is paid for as part of the payment for the inpatient services provided.

(2) If the emergency room visit does not result in an inpatient hospital admission but involves
emergency services as defined in paragraph 79.1(13)“k,” payment for treatment provided in the
emergency room shall be made at the full APC payment for the treatment provided.

(3) If the emergency room visit does not result in an inpatient hospital admission and does not
involve emergency services as defined in paragraph 79.1(13) “k, ” payment for treatment provided in the
emergency room depends on whether the member had a referral to the emergency room and on whether
the member is participating in the MediPASS program.

1. For members not participating in the MediPASS program who were referred to the emergency
room by appropriate medical personnel and for members participating in the MediPASS program who
were referred to the emergency room by their MediPASS primary care physician, payment for treatment
provided in the emergency room shall be made at 75 percent of the APC payment for the treatment
provided.

2. For members not participating in the MediPASS program who were not referred to the
emergency room by appropriate medical personnel, payment for treatment provided in the emergency
room shall be made at 50 percent of the APC payment for the treatment provided.

3. For members participating in the MediPASS program who were not referred to the emergency
room by their MediPASS primary care physician, no payment will be made for treatment provided in the
emergency room.

s.  Limit on payments. Payments under the ambulatory payment classification (APC)
methodology, as well as other payments for outpatient services, are subject to upper limit rules set forth
in 42 CFR 447.321 as amended to September 5, 2001, and 447.325 as amended to January 26, 1993.
Requirements under these sections state that, in general, Medicaid may not make payments to providers
that would exceed the amount that would be payable to providers under comparable circumstances
under Medicare.

t.  Government-owned facilities. Rescinded IAB 6/30/10, effective 7/1/10.

u. QIO review. The QIO will review a yearly random sample of hospital outpatient service cases
performed for Medicaid members and identified on claims data from all Iowa and bordering state
hospitals in accordance with the terms in the contract between the department and the QIO. The QIO
contract is available for review at the lowa Medicaid Enterprise Office, 100 Army Post Road, Des
Moines, Iowa 50315.

v.  Graduate medical education and disproportionate share fund. Payment shall be made to
hospitals qualifying for direct medical education directly from the graduate medical education and
disproportionate share fund. The requirements to receive payments from the fund, the amount allocated
to the fund and the methodology used to determine the distribution amounts from the fund are as
follows:
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(1) Qualifying for direct medical education. Iowa hospitals qualify for direct medical education
payments if direct medical education costs that qualify for payment as medical education costs under
the Medicare program are contained in the hospital’s base year cost report and in the most recent cost
report submitted before the start of the state fiscal year for which payments are being made. Out-of-state
hospitals do not qualify for direct medical education payments.

(2) Allocation to fund for direct medical education. The total annual state fiscal year funding
that is allocated to the graduate medical education and disproportionate share fund for direct medical
education related to outpatient services is $2,766,718.25. If a hospital fails to qualify for direct medical
education payments from the fund because the hospital does not report direct medical education costs
that qualify for payment as medical education costs under the Medicare program in the most recent cost
report submitted before the start of the state fiscal year for which payments are being made, the amount
of money that would have been paid to that hospital shall be removed from the fund.

(3) Distribution to qualifying hospitals for direct medical education. Distribution of the amount
in the fund for direct medical education shall be on a monthly basis. To determine the amount to be
distributed to each qualifying hospital for direct medical education, the following formula is used:

1. Multiply the total count of outpatient visits for claims paid from the GME/DSH fund
apportionment claim set for each hospital reporting direct medical education costs that qualify for
payment as medical education costs under the Medicare program in the hospital’s base year cost report
by each hospital’s direct medical education rate to obtain a dollar value.

2. Sum the dollar values for each hospital, then divide each hospital’s dollar value by the total
dollar value, resulting in a percentage.

3. Multiply each hospital’s percentage by the amount allocated for direct medical education to
determine the payment to each hospital.

w.  Final settlement for state-owned teaching hospital.

(1) Effective July 1, 2010, total annual payments to an lowa state-owned hospital for inpatient and
outpatient hospital services shall equal 100 percent of allowable medical assistance program costs, not
to exceed the sum of the following:

1. Payments for inpatient hospital services calculated in accordance with subrule 79.1(5), plus

2. Payment for outpatient hospital services calculated in accordance with subrule 79.1(16), plus

3. $9,900,000.

(2) One-twelfth of the $9,900,000 increase in reimbursement shall be distributed to the hospital on
a monthly basis.

(3) The Iowa Medicaid enterprise shall complete a final settlement based on the hospital’s Medicare
cost report. If the aggregate payments are less than the hospital’s actual medical assistance program
costs, no additional payment shall be made.

(4) If the sum of the inpatient hospital service payments plus outpatient hospital service payments
plus the $9,900,000 exceeds 100 percent of allowable inpatient and outpatient costs, the department shall
request and collect from the hospital the amount by which payments exceed actual medical assistance
program costs.

79.1(17) Reimbursement for home- and community-based services home and vehicle modification
and equipment. Payment is made for home and vehicle modifications, assistive devices, specialized
medical equipment, and environmental modifications and adaptive devices at the amount authorized
by the department through a quotation, contract, or invoice submitted by the provider.

a. The case manager shall submit the service plan and the contract, invoice or quotations from the
providers to the lowa Medicaid enterprise for prior approval before the modification is initiated or the
equipment is purchased. Payment shall not be approved for duplicate items.

b.  Whenever possible, three itemized bids for the modification or quotations for equipment
purchase shall be presented for review. The amount payable shall be based on the least expensive item
that meets the member’s medical needs.

c¢.  Payment for most items shall be based on a fee schedule and shall conform to the limitations
set forth in subrule 79.1(12).
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(1) For services and items that are furnished under Part B of Medicare, the fee shall be the lowest
charge allowed under Medicare.

(2) Forservices and items that are furnished only under Medicaid, the fee shall be the lowest charge
determined by the department according to the Medicare reimbursement method described in Section
1834(a) of the Social Security Act (42 U.S.C. 1395m), Payment for Durable Medical Equipment.

(3) Payment for supplies with no established Medicare fee shall be at the average wholesale price
for the item less 10 percent.

(4) Payment for items with no Medicare fee, Medicaid fee, or average wholesale price shall be
made at the manufacturer’s suggested retail price less 15 percent.

(5) Payment for items with no Medicare fee, Medicaid fee, average wholesale price, or
manufacturer’s suggested retail price shall be made at the dealer’s cost plus 10 percent. The actual
invoice for the item from the manufacturer must be submitted with the claim. Catalog pages or printouts
supplied by the provider are not considered invoices.

(6) For selected medical services, supplies, and equipment, including equipment servicing, that
generally do not vary significantly in quality from one provider to another, the payment shall be the
lowest price for which such devices are widely and consistently available in a locality.

(7) Payment for used equipment shall not exceed 80 percent of the purchase allowance.

(8) No allowance shall be made for delivery, freight, postage, or other provider operating expenses
for durable medical equipment, prosthetic devices, or sickroom supplies.

79.1(18) Pharmaceutical case management services reimbursement. Pharmacist and physician
pharmaceutical case management (PCM) team members shall be equally reimbursed for participation in
each of the four services described in rule 441—78.47(249A). The following table contains the amount
each team member shall be reimbursed for the services provided and the maximum number of payments
for each type of assessment. Payment for services beyond the maximum number of payments shall be
considered on an individual basis after peer review of submitted documentation of medical necessity.

Service Payment amount Number of payments

Initial assessment $75 One per patient

New problem assessment $40 Two per patient per 12 months
Problem follow-up assessment $40 Four per patient per 12 months
Preventative follow-up assessment $25 One per patient per 6 months

79.1(19) Reimbursement for translation and interpretation services. Reimbursement for translation
and interpretation services shall be made to providers based on the reimbursement methodology for the
provider category as defined in subrule 79.1(2).

a. For those providers whose basis of reimbursement is cost-related, translation and interpretation
services shall be considered an allowable cost.

b.  For those providers whose basis of reimbursement is a fee schedule, a fee shall be established
for translation and interpretation services, which shall be treated as a reimbursable service. In order
for translation or interpretation to be covered, it must be provided by separate employees or contractors
solely performing translation or interpretation activities.

79.1(20) Dentists. The dental fee schedule is based on the definitions of dental and surgical
procedures given in the Current Dental Terminology, Third Edition (CDT-3).

79.1(21) Rehabilitation agencies. Subject to the Medicaid upper limit in 79.1(2), payments to
rehabilitation agencies shall be made as provided in the areawide fee schedule established for Medicare
by the Centers for Medicare and Medicaid Services (CMS). The Medicare fee schedule is based on
the definitions of procedures from the physicians’ Current Procedural Terminology (CPT) published
by the American Medical Association. CMS adjusts the fee schedules annually to reflect changes in
the consumer price index for all urban customers.
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79.1(22) Medicare crossover claims for inpatient and outpatient hospital services. Subject to
approval of a state plan amendment by the federal Centers for Medicare and Medicaid Services,
payment for crossover claims shall be made as follows.

a.  Definitions. For purposes of this subrule:

“Crossover claim” means a claim for Medicaid payment for Medicare-covered inpatient or
outpatient hospital services rendered to a Medicare beneficiary who is also eligible for Medicaid.
Crossover claims include claims for services rendered to beneficiaries who are eligible for Medicaid in
any category, including, but not limited to, qualified Medicare beneficiaries and beneficiaries who are
eligible for full Medicaid coverage.

“Medicaid-allowed amount” means the Medicaid prospective reimbursement for the services
rendered (including any portion to be paid by the Medicaid beneficiary as copayment or spenddown),
as determined under state and federal law and policies.

“Medicaid reimbursement” means any amount to be paid by the Medicaid beneficiary as a Medicaid
copayment or spenddown and any amount to be paid by the department after application of any applicable
Medicaid copayment or spenddown.

“Medicare payment amount” means the Medicare reimbursement rate for the services rendered in a
crossover claim, excluding any Medicare coinsurance or deductible amounts to be paid by the Medicare
beneficiary.

b.  Reimbursement of crossover claims. Crossover claims for inpatient or outpatient hospital
services covered under Medicare and Medicaid shall be reimbursed as follows.

(1) Ifthe Medicare payment amount for a crossover claim exceeds or equals the Medicaid-allowed
amount for that claim, Medicaid reimbursement for the crossover claim shall be zero.

(2) If the Medicaid-allowed amount for a crossover claim exceeds the Medicare payment amount
for that claim, Medicaid reimbursement for the crossover claim shall be the lesser of:

1. The Medicaid-allowed amount minus the Medicare payment amount; or

2. The Medicare coinsurance and deductible amounts applicable to the claim.

79.1(23) Reimbursement for remedial services. Reimbursement for remedial services provided
before July 1, 2011, shall be made on the basis of a unit rate that is calculated retrospectively for each
provider, considering reasonable and proper costs of operation. The unit rate shall not exceed the
established unit-of-service limit on reasonable costs pursuant to subparagraph 79.1(23) “c ”’(1). The unit
of service may be a quarter hour, a half hour, an hour, a half day, or a day, depending on the service
provided.

a. Interim rate. Providers shall be reimbursed through a prospective interim rate equal to
the previous year’s retrospectively calculated unit-of-service rate. On an interim basis, pending
determination of remedial services provider costs, the provider may bill for and shall be reimbursed
at a unit-of-service rate that the provider and the lowa Medicaid enterprise may reasonably expect to
produce total payments to the provider for the provider’s fiscal year that are consistent with Medicaid’s
obligation to reimburse that provider’s reasonable costs. The interim unit-of-service rate is subject to
the established unit-of-service limit on reasonable costs pursuant to subparagraph 79.1(23) “c ’(1).

b.  Cost reports. Reasonable and proper costs of operation shall be determined based on cost
reports submitted by the provider.

(1) Financial information shall be based on the provider’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting. Failure to maintain records to support the cost report
may result in termination of the provider’s Medicaid enrollment.

(2) The provider shall complete Form 470-4414, Financial and Statistical Report for Remedial
Services, and submit it to the IME Provider Cost Audit and Rate Setting Unit, P.O. Box 36450, Des
Moines, lowa 50315, within three months of the end of the provider’s fiscal year.

(3) A provider may obtain a 30-day extension for submitting the cost report by sending a letter to
the IME provider cost audit and rate setting unit before the cost report due date. No extensions will be
granted beyond 30 days.
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(4) Providers of services under multiple programs shall submit a cost allocation schedule, prepared
in accordance with the generally accepted accounting principles and requirements specified in OMB
Circular A-87. Costs reported under remedial services shall not be reported as reimbursable costs under
any other funding source. Costs incurred for other services shall not be reported as reimbursable costs
under remedial services.

c.  Rate determination. Cost reports as filed shall be subject to review and audit by the lowa
Medicaid enterprise to determine the actual cost of services rendered to Medicaid members, using an
accepted method of cost apportionment (as specified in OMB Circular A-87).

(1) A reasonable cost for a member is one that does not exceed 110 percent of the average allowable
costs reported by lowa Medicaid providers for providing similar remedial services to members who have
similar diagnoses and live in similar settings, less 5 percent.

(2) When the reasonable and proper costs of operation are determined, a retroactive adjustment
shall be made. The retroactive adjustment represents the difference between the amount received by the
provider through an interim rate during the year for covered services and the reasonable and proper costs
of operation determined in accordance with this subrule.

79.1(24) Reimbursement for home- and community-based habilitation services. Reimbursement
for case management, job development, and employer development services provided prior to July 1,
2013, is based on a fee schedule developed using the methodology described in paragraph 79.1(1)“d.”
Reimbursement for home-based habilitation, day habilitation, prevocational habilitation, enhanced job
search and supports to maintain employment services provided prior to July 1, 2013, is based on a
retrospective cost-related rate calculated using the methodology in paragraphs 79.1(24)“b” and “c.”
Reimbursement for all home- and community-based habilitation services provided on or after July 1,
2013, shall be as provided in paragraph 79.1(24) “d. ” All rates are subject to the upper limits established
in subrule 79.1(2).

a. Units of service.

(1) A unit of case management is 15 minutes.

(2) A unit of home-based habilitation is a 15-minute unit (for up to 31 units per day) or one day
(for 8 or more hours per day), based on the average hours of service provided during a 24-hour period
as an average over a calendar month. Reimbursement for services shall not exceed the upper limit for
daily home-based habilitation services set in 79.1(2).

1. The daily unit of service shall be used when a member receives services for § or more hours
provided during a 24-hour period as an average over a calendar month. The 15-minute unit shall be used
when the member receives services for 1 to 31 15-minute units provided during a 24-hour period as an
average over a calendar month.

2. The member’s comprehensive service plan must identify and reflect the need for the amount
of supervision and skills training requested. The provider’s documentation must support the number of
direct support hours identified in the comprehensive service plan.

(3) A unit of day habilitation is 15 minutes (up to 16 units per day) or a full day (4.25 to 8 hours).

(4) A unit of prevocational habilitation is an hour (for up to 4 units per day) or a full day (4.25 to
8 hours).

(5) A unit of supported employment habilitation for activities to obtain a job is:

1. One job placement for job development and employer development.

2. A 15-minute unit for enhanced job search.

(6) A unit of supported employment habilitation supports to maintain employment is a 15-minute
unit.

b.  Submission of cost reports. For services provided prior to July 1, 2013, the department shall
determine reasonable and proper costs of operation for home-based habilitation, day habilitation,
prevocational habilitation, and supported employment based on cost reports submitted by the provider
on Form 470-4425, Financial and Statistical Report for HCBS Habilitation Services.

(1) Financial information shall be based on the provider’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
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the information to an accrual basis for reporting. Failure to maintain records to support the cost report
may result in termination of the provider’s Medicaid enrollment.

(2) For home-based habilitation, the provider’s cost report shall reflect all staff-to-member ratios
and costs associated with members’ specific support needs for travel and transportation, consulting,
and instruction, as determined necessary by the interdisciplinary team for each consumer. The specific
support needs must be identified in the member’s comprehensive service plan. The total costs shall not
exceed $1570 per consumer per year. The provider must maintain records to support all expenditures.

(3) The provider shall submit the complete cost report to the IME Provider Cost Audit and Rate
Setting Unit, P.O. Box 36450, Des Moines, lowa 50315, within three months of the end of the provider’s
fiscal year. The submission must include a working trial balance. Cost reports submitted without a
working trial balance will be considered incomplete.

(4) A provider may obtain a 30-day extension for submitting the cost report by sending a letter to
the IME provider cost audit and rate setting unit before the cost report due date. No extensions will be
granted beyond 30 days.

(5) Aprovider of services under multiple programs shall submit a cost allocation schedule, prepared
in accordance with the generally accepted accounting principles and requirements specified in OMB
Circular A-87. Costs reported under habilitation services shall not be reported as reimbursable costs
under any other funding source. Costs incurred for other services shall not be reported as reimbursable
costs under habilitation services.

(6) Ifaprovider fails to submit a cost report for services provided through June 30, 2013, that meets
the requirements of this paragraph, the lowa Medicaid enterprise or the lowa Plan for Behavioral Health
contractor shall reduce the provider’s rate to 76 percent of the current rate. The reduced rate shall be
paid until the provider’s cost report has been received by the lowa Medicaid enterprise’s provider cost
audit and rate setting unit pursuant to subparagraph 79.1(24) “b ”(4) but for not longer than three months,
after which time no further payments will be made.

(7) A projected cost report shall be submitted when a new habilitation services provider enters the
program or an existing habilitation services provider adds a new service code. A prospective interim
rate shall be established using the projected cost report. The effective date of the rate shall be the day
the provider becomes certified as a Medicaid provider or the day the new service is added.

¢.  Rate determination based on cost reports. For services provided prior to July 1, 2013,
reimbursement shall be made using a unit rate that is calculated retrospectively for each provider,
considering reasonable and proper costs of operation.

(1) Interim rates. Providers shall be reimbursed through a prospective interim rate equal to the
previous year’s retrospectively calculated unit-of-service rate. Pending determination of habilitation
services provider costs, the provider may bill for and shall be reimbursed at a unit-of-service rate that
the provider and the lowa Medicaid enterprise may reasonably expect to produce total payments to the
provider for the provider’s fiscal year that are consistent with Medicaid’s obligation to reimburse that
provider’s reasonable costs.

(2) Audit of cost reports. Cost reports as filed shall be subject to review and audit by the lowa
Medicaid enterprise to determine the actual cost of services rendered to Medicaid members, using an
accepted method of cost apportionment (as specified in OMB Circular A-87).

(3) Retroactive adjustment. When the reasonable and proper costs of operation are determined, a
retroactive adjustment shall be made. The retroactive adjustment represents the difference between the
amount that the provider received during the year for covered services through an interim rate and the
reasonable and proper costs of operation determined in accordance with this subrule.

d.  Reimbursement for services provided on or after July 1, 2013.

(1) For dates of services July 1, 2013, through December 31, 2013, providers shall be reimbursed
by the Iowa Plan for Behavioral Health contractor at the fee schedule or interim rate for the service and
the provider in effect on June 30, 2013, with no retrospective adjustment or cost settlement. However,
if a provider fails to submit a cost report for services provided prior to July 1, 2013, that meets the
requirements of paragraph 79.1(24) “b, ” the lowa Plan for Behavioral Health contractor shall reduce the
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provider’s reimbursement rate to 76 percent of the rate in effect on June 30, 2013. The reduced rate shall
be paid until acceptable cost reports for all services provided prior to July 1, 2013, have been received.

(2) For dates of services on or after January 1, 2014, providers shall be reimbursed by the lowa Plan
for Behavioral Health contractor at the rate negotiated by the provider and the contractor. However,
if a provider fails to submit a cost report for services provided prior to July 1, 2013, that meets the
requirements of paragraph 79.1(24) “b, ” the lowa Plan for Behavioral Health contractor shall reduce the
provider’s reimbursement rate to 76 percent of the negotiated rate. The reduced rate shall be paid until
acceptable cost reports for all services provided prior to July 1, 2013, have been received.

79.1(25) Reimbursement for community mental health centers (CMHCs) and providers of mental
health services to county residents pursuant to a waiver approved under lowa Code section 225C.7(3).

a.  Reimbursement methodology for providers of mental health services to county residents
pursuant to a waiver approved under lowa Code section 225C.7(3). Effective for services rendered on
or after October 1, 2006, providers of mental health services to county residents pursuant to a waiver
approved under lowa Code section 225C.7(3) that provide clinic services are paid on a reasonable-cost
basis as determined by Medicare reimbursement principles.

b.  Reimbursement methodology for community mental health centers. Effective for services
rendered on or after July 1, 2014, community mental health centers may elect to be paid on either a 100
percent of reasonable costs basis, as determined by Medicare reimbursement principles, or in accordance
with an alternative reimbursement rate methodology established by the Medicaid program’s managed
care contractor for mental health services and approved by the department of human services. Once a
community mental health center chooses the alternative reimbursement rate methodology established
by the Medicaid program’s managed care contractor for mental health services, the community mental
health center may not change its elected reimbursement methodology to 100 percent of reasonable costs
until a new state fiscal year.

c.  Cost-based reimbursement. For providers of mental health services to county residents pursuant
to a waiver approved under Iowa Code section 225C.7(3) and CMHC:s that elect the 100 percent of
reasonable costs basis of reimbursement, rates are initially paid on an interim basis and then are adjusted
retroactively based on submission of a financial and statistical report, pursuant to the following.

(1) Until a provider that was enrolled int he Medicaid program before October 1, 2006, submits a
cost report in order to develop a provider-specific interim rate, the lowa Medicaid enterprise shall make
interim payments to the provider based upon 105 percent of the greater of:

1. The statewide fee schedule for community mental health centers effective July 1, 2006, or

2. The average Medicaid managed care contracted fee amounts for community mental health
centers effective July 1, 2006.

(2) For a provider that enrolls in the Medicaid program on or after October 1, 2006, until a
provider-specific interim rate is developed, the lowa Medicaid enterprise shall make interim payments
based upon the average statewide interim rates for community mental health centers at the time services
are rendered. A new provider may submit a projected cost report that the lowa Medicaid enterprise will
use to develop a provider-specific interim rate.

(3) Cost reports as filed are subject to review and audit by the lowa Medicaid enterprise. The
Iowa Medicaid enterprise shall determine each provider’s actual, allowable costs in accordance with
generally accepted accounting principles and in accordance with Medicare cost principles, subject to the
exceptions and limitations in the department’s administrative rules.

(4) The Iowa Medicaid enterprise shall make retroactive adjustment of the interim rate after
the submission of annual cost reports. The adjustment represents the difference between the amount
the provider received during the year through interim payments for covered services and the amount
determined to be the actual, allowable cost of service rendered to Medicaid members.

(5) The lowa Medicaid enterprise shall use each annual cost report to develop a provider-specific
interim fee schedule to be paid prospectively. The effective date of the fee schedule change is the first
day of the month following completion of the cost settlement.

d.  Reporting requirements. All providers other than CMHCs that have elected the alternative
reimbursement rate methodology established by the Medicaid program’s managed care contractor for
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mental health services shall submit cost reports using Form 470-4419, Financial and Statistical Report.
Hospital-based providers required to submit a cost report shall also submit the Medicare cost report,
CMS Form 2552-96. The following requirements apply to all required cost reports.

(1) Financial information shall be based on the provider’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting. Failure to maintain records to support the cost report
may result in termination of the provider’s enrollment with the lowa Medicaid program.

(2) Providers that offer multiple programs shall submit a cost allocation schedule prepared in
accordance with generally accepted accounting principles and requirements as specified in OMB
Circular A-87 adopted in federal regulations at 2 CFR Part 225 as amended to August 31, 2005.

(3) Costs reported for community mental health clinic services shall not be reported as
reimbursable costs under any other funding source. Costs incurred for other services shall not be
reported as reimbursable costs under community mental health clinic services.

(4) Providers shall submit completed cost reports to the IME Provider Cost Audit and Rate Setting
Unit, P.O. Box 36450, Des Moines, lowa 50315. A provider that is not hospital-based shall submit
Form 470-4419 on or before the last day of the third month after the end of the provider’s fiscal year. A
hospital-based provider shall submit both Form 470-4419 and CMS Form 2552-96 on or before the last
day of the fifth month after the end of the provider’s fiscal year.

(5) A provider may obtain a 30-day extension for submitting the cost report by submitting a letter
to the IME provider cost audit and rate setting unit before the cost report due date. No extensions will
be granted beyond 30 days.

(6) Ifaprovider fails to submit a cost report that meets the requirements of this paragraph, the lowa
Medicaid enterprise shall reduce the provider’s interim payments to 76 percent of the current interim
rate. The reduced interim rate shall be paid for not longer than three months, after which time no further
payments will be made.

79.1(26) Home health services.

a.  Services included under the home health services program are reimbursed on the low utilization
payment amount (LUPA) methodology, with state geographic adjustments.

b.  Medicare LUPA per-visit rates in effect on July 1, 2013, are the basis for establishing the LUPA
methodology for the initial reimbursement schedule.

¢.  Medicare LUPA per-visit rates shall be increased July 1 every two years to reflect the most
recent Medicare LUPA rates.

d. Home health services subject to this methodology are skilled nursing, home health aide,
physical therapy, occupational therapy, speech therapy, and medical social services provided by
Medicare-certified home health agencies.

79.1(27) Reimbursement for early periodic screening, diagnosis, and treatment private duty nursing
and personal cares program.

a.  Rate determination based on cost reports. Reimbursement shall be made using an hourly rate
that is calculated retrospectively for each provider, considering reasonable and proper costs of operation
not to exceed the upper limit as provided in subrule 79.1(2).

(1) Interim rates. Providers shall be reimbursed through a prospective interim rate equal to the
previous year’s retrospectively calculated 15-minute and hourly rate. Pending determination of private
duty nursing and personal cares program costs, the provider may bill for and shall be reimbursed at an
hourly rate that the provider and the lowa Medicaid enterprise (IME) may reasonably expect to produce
total payments to the provider for the provider’s fiscal year that are consistent with Medicaid’s obligation
to reimburse that provider’s reasonable costs.

(2) Audit of cost reports. Cost reports as filed shall be subject to review or audit or both by the
Iowa Medicaid enterprise to determine the actual cost of services in accordance with generally accepted
accounting principles, Medicare cost principles published in Centers for Medicare and Medicaid Services
Publication §15-1, and the Office of Management and Budget Circular A-87, Attachment B, subject to
the exceptions and limitations in the department’s administrative rules.
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(3) Retroactive adjustment. When the reasonable and proper costs of operation are determined,
a retroactive adjustment shall be made. The retroactive adjustment represents the difference between
the amount that the provider received during the year for covered services through interim rates and the
reasonable and proper costs of operation determined in accordance with this subrule.

b.  Financial and statistical report submission and reporting requirements.

(1) The provider shall submit the complete Financial and Statistical Report, Form 1728-94, in an
electronic format approved by the department to the IME provider cost audit and rate setting unit within
five months of the end of the provider’s fiscal year.

(2) The submission of the financial and statistical report must include a working trial balance that
corresponds to the data contained on the financial and statistical report and the Medicare cost report.
Financial and statistical reports submitted without a working trial balance and the Medicare cost report
will be considered incomplete.

(3) A provider may obtain a 30-day extension for submitting the financial and statistical report
by sending a letter to the IME provider cost audit and rate setting unit. The extension request must be
received by the IME provider cost audit and rate setting unit before the original due date. No extensions
will be granted beyond 30 days.

(4) Providers shall submit a completed financial and statistical report to the IME provider cost
audit and rate setting unit in an electronic format that can be opened using the extension .xlIs or .xIsx.
The supplemental documentation shall be submitted in a generally accepted business format. The report
and required supplemental information shall be e-mailed to costaudit@dhs.state.ia.us on or before the
last day of the fifth month after the end of the provider’s fiscal year. One signed copy of the certification
page of the Medicaid and Medicare cost reports shall be mailed to the IME Provider Cost Audit and
Rate Setting Unit, P.O. Box 36450, Des Moines, lowa 50315, no later than the due date of the required
electronic submissions.

(5) If a provider fails to submit a cost report that meets the requirement of subparagraph
79.1(27) “b "(4), the department shall reduce payment to 75 percent of the current rate(s).

1. The reduced rate(s) shall be effective the first day of the sixth month following the provider’s
fiscal year end and shall remain in effect until the first day of the month after the delinquent report is
received by the IME provider cost audit and rate setting unit.

2. The reduced rate(s) shall be paid for no longer than three months, after which time no further
payments will be made until the first day of the month after the delinquent report is received by the IME
provider cost audit and rate setting unit.

(6) Financial information shall be based on the provider’s financial records. When the records are
not kept on an accrual basis of accounting, the provider shall make the adjustments necessary to convert
the information to an accrual basis for reporting and provide documentation detailing these adjustments.
Failure to maintain records to support the cost report may result in the following, but not limited to:

1.  Recoupment of Medicaid payments.

2.  Penalties.

3. Sanctions pursuant to rule 441—79.3(249A).

(7) The department, in its sole discretion, may on its own initiative reopen a review of a financial
and statistical report at any time. No other entity or person has the right to request that the department or
its contractor reopen a review of a financial and statistical report, or to submit an amended financial and
statistical report for review by the department, after the provider is notified of its reimbursement rates
following review of a financial and statistical report.

(8) A projected cost report shall be submitted when a home health agency enters the program or
adds private duty nursing and the personal cares program. Prospective interim rates shall be established
using the projected cost report. The effective date of the rate shall be the day the provider becomes
certified as a Medicaid provider or the day the new program is added.

(9) A provider of services under multiple programs shall submit a cost allocation schedule that was
used during the preparation of the financial and statistical report.
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(10) Costs reported under private duty nursing and the personal cares program shall not be reported
as reimbursable costs under any other funding source. Costs incurred for other services shall not be
reported as reimbursable costs under private duty nursing and the personal cares program.

(11) When a provider continues to include as an item of cost an item or items which had in a prior
period been removed by an adjustment by the department or its contractor, in the total program costs,
the contractor shall recommend to the department that the reimbursement rates be reduced to 75 percent
of the current reimbursement rate for the entire quarter beginning the first day of the sixth month after
the provider’s fiscal year end. The department may, after considering the seriousness of the exception,
make the reduction.

(12) Nothing in this subrule relieves a provider of its obligation to immediately inform the
department that it has retained Medicaid funds to which it is not entitled as a result of any cost report
process. A provider must notify the lowa Medicaid enterprise when the provider notes that funds are
incorrectly paid or when an overpayment has been detected.

c.  Terminated home health agencies.

(1) A participating home health agency contemplating termination of private duty nursing and the
personal cares program shall provide the department of human services with at least 60 days’ prior notice.
The person responsible for the termination is responsible for submission of a final financial and statistical
report through the date of the termination. The final home health cost report shall meet the reporting
requirements in paragraph 79.1(27)“b.”

(2) For facilities that terminate activity with the lowa Medicaid enterprise, a financial and statistical
report from the beginning of the fiscal year to the date of termination will be required, regardless if
termination is voluntary, involuntary or due to a change in ownership. All documentation in paragraph
79.1(27) “a” shall be submitted 45 days after the date of termination, by the terminated (closed) entity.
If no report is received within 45 days, the [owa Medicaid enterprise will begin the process to recoup all
funds for dates of service beginning from the last filed cost report to the date of termination.

This rule is intended to implement lowa Code section 249A 4.
[ARC 7835B, IAB 6/3/09, effective 7/8/09; ARC 7937B, IAB 7/1/09, effective 7/1/09; ARC 7957B, IAB 7/15/09, effective 7/1/09
(See Delay note at end of chapter); ARC 8205B, IAB 10/7/09, effective 11/11/09; ARC 8206B, IAB 10/7/09, effective 11/11/09; ARC
8344B, IAB 12/2/09, effective 12/1/09; ARC 8643B, IAB 4/7/10, effective 3/11/10; ARC 8647B, IAB 4/7/10, effective 3/11/10; ARC
8649B, IAB 4/7/10, effective 3/11/10; ARC 8894B, IAB 6/30/10, effective 7/1/10; ARC 8899B, IAB 6/30/10, effective 7/1/10; ARC
9046B, IAB 9/8/10, effective 8/12/10; ARC 9127B, IAB 10/6/10, effective 11/10/10; ARC 9134B, IAB 10/6/10, effective 10/1/10;
ARC 9132B, TIAB 10/6/10, effective 11/1/10; ARC 9176B, IAB 11/3/10, effective 12/8/10; ARC 9316B, TAB 12/29/10, effective
2/2/11; ARC 9403B, IAB 3/9/11, effective 5/1/11; ARC 9440B, 1AB 4/6/11, effective 4/1/11; ARC 9487B, IAB 5/4/11, effective
7/1/11; ARC 9588B, IAB 6/29/11, effective 9/1/11; ARC 9706B, IAB 9/7/11, effective 8/17/11; ARC 9708B, IAB 9/7/11, effective
8/17/11; ARC 9710B, TIAB 9/7/11, effective 8/17/11; ARC 9704B, TAB 9/7/11, effective 9/1/11; ARC 9712B, IAB 9/7/11, effective
9/1/11; ARC 9714B, 1AB 9/7/11, effective 9/1/11; ARC 9719B, IAB 9/7/11, effective 9/1/11; ARC 9722B, IAB 9/7/11, effective
9/1/11; ARC 9884B, IAB 11/30/11, effective 1/4/12; ARC 9886B, IAB 11/30/11, effective 1/4/12; ARC 9887B, IAB 11/30/11,
effective 1/4/12; ARC 9958B, IAB 1/11/12, effective 2/15/12; ARC 9959B, IAB 1/11/12, effective 2/15/12; ARC 9960B, IAB
1/11/12, effective 2/15/12; ARC 9996B, 1AB 2/8/12, effective 1/19/12; ARC 0028C, 1AB 3/7/12, effective 4/11/12; ARC 0029C,
1AB 3/7/12, effective 4/11/12; ARC 9959B nullified (See nullification note at end of chapter); ARC 0191C, IAB 7/11/12, effective
7/1/12; ARC 0194C, IAB 7/11/12, effective 7/1/12; ARC 0196C, IAB 7/11/12, effective 7/1/12; ARC 0198C, IAB 7/11/12, effective
7/1/12; ARC 0358C, IAB 10/3/12, effective 11/7/12; ARC 0359C, IAB 10/3/12, effective 12/1/12; ARC 0355C, 1AB 10/3/12,
effective 12/1/12; ARC 0354C, TAB 10/3/12, effective 12/1/12; ARC 0360C, IAB 10/3/12, effective 12/1/12; ARC 0485C, IAB
12/12/12, effective 2/1/13; ARC 0545C, IAB 1/9/13, effective 3/1/13; ARC 0548C, IAB 1/9/13, effective 1/1/13; ARC 0581C, IAB
2/6/13, effective 4/1/13; ARC 0585C, IAB 2/6/13, effective 1/9/13; ARC 0665C, IAB 4/3/13, effective 6/1/13; ARC 0708C, IAB
5/1/13, effective 7/1/13; ARC 0710C, IAB 5/1/13, effective 7/1/13; ARC 0713C, IAB 5/1/13, effective 7/1/13; ARC 0757C, IAB
5/29/13, effective 8/1/13; ARC 0823C, IAB 7/10/13, effective 9/1/13; ARC 0838C, IAB 7/24/13, effective 7/1/13; ARC 0840C,
1AB 7/24/13, effective 7/1/13; ARC 0842C, IAB 7/24/13, effective 7/1/13; ARC 0848C, IAB 7/24/13, effective 7/1/13; ARC
0864C, 1AB 7/24/13, effective 7/1/13; ARC 0994C, 1AB 9/4/13, effective 11/1/13; ARC 1051C, IAB 10/2/13, effective 11/6/13;
ARC 1056C, IAB 10/2/13, effective 11/6/13; ARC 1057C, IAB 10/2/13, effective 11/6/13; ARC 1058C, IAB 10/2/13, effective
11/6/13; ARC 1071C, IAB 10/2/13, effective 10/1/13; ARC 1150C, IAB 10/30/13, effective 1/1/14; ARC 1152C, IAB 10/30/13,
effective 1/1/14; ARC 1154C, TAB 10/30/13, effective 1/1/14; ARC 1481C, IAB 6/11/14, effective 8/1/14; ARC 1519C, IAB 7/9/14,
effective 7/1/14; ARC 1521C, 1AB 7/9/14, effective 7/1/14]

441—79.2(249A) Sanctions.

79.2(1) Definitions.

“Affiliates” means persons having an overt or covert relationship such that any one of them directly
or indirectly controls or influences or has the power to control or influence another.


https://www.legis.iowa.gov/docs/ico/section/249A.4.pdf
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“lowa Medicaid enterprise” means the entity comprised of department staff and contractors
responsible for the management and reimbursement of Medicaid services for the benefit of Medicaid
members.

“Person” means any individual human being or any company, firm, association, corporation,
institution, or other legal entity. “Person” includes but is not limited to a provider and any affiliate of a
provider.

“Probation” means a specified period of conditional participation in the medical assistance program.

“Provider” means an individual human being, firm, corporation, association, institution, or other
legal entity, which is providing or has been approved to provide medical assistance to a member pursuant
to the state medical assistance program.

“Suspension from participation” means an exclusion from participation for a specified period of
time.

“Suspension of payments” means the temporary cessation of payments due a person until the
resolution of the matter in dispute between the person and the department.

“Termination from participation” means a permanent exclusion from participation in the medical
assistance program.

“Withholding of payments” means a reduction or adjustment of the amounts paid to a person on
pending and subsequently submitted bills for purposes of offsetting overpayments previously made to a
person.

79.2(2) Grounds for sanctions. The department may impose sanctions against any person when
appropriate. Appropriate grounds for the department to impose sanctions include, but are not limited
to, the following:

a. Presenting or causing to be presented for payment any false, intentionally misleading, or
fraudulent claim for services or merchandise.

b.  Submitting or causing to be submitted false, intentionally misleading, or fraudulent information
for the purpose of obtaining greater compensation than that to which the person is legally entitled,
including charges in excess of usual and customary charges.

c.  Submitting or causing to be submitted false, intentionally misleading, or fraudulent information
for the purpose of meeting prior authorization or level of care requirements.

d.  Upon lawful demand, failing to disclose or make available to the department, the department’s
authorized agent, any law enforcement or peace officer, any agent of the department of inspections and
appeals’ Medicaid fraud control unit, any agent of the auditor of state, the lowa department of justice, any
false claims investigator as defined under lowa Code chapter 685, or any other duly authorized federal or
state agent or agency records of services provided to medical assistance members or records of payments
made for those services.

e. Failing to provide or maintain quality services, or a requisite assurance of a framework of
quality services to medical assistance recipients within accepted medical community standards as
adjudged by professional peers if applicable. For purposes of this subrule, “quality services” means
services provided in accordance with the applicable rules and regulations governing the services.

/- Engaging in a course of conduct or performing an act which is in violation of any federal, state,
or local statute, rule, regulation, or ordinance, or an applicable contractual provision, that relates to, or
arises out of, any publicly or privately funded health care program, including but not limited to any state
medical assistance program.

g Submitting a false, intentionally misleading, or fraudulent certification or statement, whether
the certification or statement is explicit or implied, to the department or the department’s representative
or to any other publicly or privately funded health care program.

h.  Overutilization of the medical assistance program by inducing, furnishing or otherwise causing
a member to receive services or merchandise not required or requested.

i.  Violating any provision of lowa Code chapter 249A, or any rule promulgated pursuant thereto,
or violating any federal or state false claims Act, including but not limited to lowa Code chapter 685.


https://www.legis.iowa.gov/docs/ico/chapter/685.pdf
https://www.legis.iowa.gov/docs/ico/chapter/249A.pdf
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j. Submitting or causing to be submitted false, intentionally misleading, or fraudulent information
in an application for provider status under the medical assistance program or any quality review or other
submission required to maintain good standing in the program.

k. Violating any law, regulation, or code of ethics governing the conduct of an occupation,
profession, or other regulated business activity, when the violation relates to, or arises out of, the
delivery of services under the state medical assistance program.

/. Breaching any settlement or similar agreement with the department.

m. Failing to meet standards required by state or federal law for participation, including but not
limited to licensure.

n.  Exclusion from Medicare or any other state or federally funded medical assistance program.

o. Except as authorized by law, charging a person for covered services over and above what
the department paid or would pay or soliciting, offering, or receiving a kickback, bribe, or rebate, or
accepting or rebating a fee or a charge for medical assistance or patient referral, or a portion thereof.
This ground does not include the collection of a copayment or deductible if otherwise allowed by law.

p. Failing to correct a deficiency in provider operations after receiving notice of the deficiency
from the department or other federal or state agency.

q. Formal reprimand or censure by an association of the provider’s peers or similar entity related
to professional conduct.

v Suspension or termination for cause from participation in another program, including but not
limited to workers’ compensation or any publicly or privately funded health care program.

5. Indictment or other institution of criminal charges for, or plea of guilty or nolo contendere to,
or conviction of, any crime punishable by a term of imprisonment greater than one year, any crime
of violence, any controlled substance offense, or any crime involving an allegation of dishonesty or
negligent practice resulting in death or injury to a provider’s patient.

t.  Violation of a condition of probation, suspension of payments, or other sanction.

u.  Loss, restriction, or lack of hospital privileges for cause.

v.  Negligent, reckless, or intentional endangerment of the health, welfare, or safety of a person.

w.  Billing for services provided by an excluded, nonenrolled, sanctioned, or otherwise ineligible
provider or person.

x.  Failing to submit a self-assessment, corrective action plan, or other requirement for continued
participation in the medical assistance program, or failing to repay an overpayment of medical assistance
funds, in a timely manner, as set forth in a rule or other order.

. Attempting, aiding or abetting, conspiring, or knowingly advising or encouraging another
person in the commission of one or more of the grounds specified herein.

79.2(3) Sanctions.

a. The department may impose any of the following sanctions on any person:

(1) A term of probation for participation in the medical assistance program.

(2) Termination from participation in the medical assistance program.

(3) Suspension from participation in the medical assistance program.

(4) Suspension of payments in whole or in part.

(5) Prior authorization of services.

(6) Review of claims prior to payment.

b.  The withholding of payments or a recoupment of medical assistance funds is not, in itself, a
sanction. Overpayments and interest charged may be withheld from future payments to the provider
without imposing a sanction.

¢.  Mandatory suspensions and terminations.

(1) Suspension or termination from participation in the medical assistance program is mandatory
when a person is suspended or terminated from participation in the Medicare program, another state’s
medical assistance program, or by any licensing body. The suspension or termination from participation
in the medical assistance program shall be retroactive to the date established by the Centers for Medicare
and Medicaid Services or other state or body and, in the case of a suspension, must continue until at least
such time as the Medicare or other state’s or body’s suspension ends.
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(2) Termination is mandatory when a person pleads guilty or nolo contendere to, or is convicted
of, any crime punishable by a term of imprisonment greater than five years, any crime of violence, any
controlled substance offense, or any crime involving an allegation of dishonesty. Termination is also
mandatory upon entry of final judgment, in the lowa district court or a federal district court of the United
States, of liability of the person in a false claims action.

(3) Suspension from participation is mandatory whenever a person, or an affiliate of the person,
has an outstanding overpayment of medical assistance funds, as defined in lowa Code chapter 249A.

d. Notwithstanding any previous successful enrollment in the medical assistance program, the
person’s passing of any background check by the department or any other entity, or similar prior approval
for participation as a provider in the medical assistance program, in whole or in part, termination from
the medical assistance program is mandatory when, in the case of a natural person, the person has within
the last five years been listed on any dependent adult abuse registry, child abuse registry, or sex offender
registry or, in the case of a corporation or similar entity, 5 percent or more of the corporation or similar
entity is owned by a person who has within the last five years been listed on any dependent adult abuse
registry, child abuse registry, or sex offender registry.

79.2(4) Imposition and extent of sanction.

a.  The department shall consider the totality of the circumstances in determining the sanctions to
be imposed. The factors the department may consider include, but are not limited to:

(1) Seriousness of the offense.

(2) Extent of violations.

(3) History of prior violations.

(4) Prior imposition of sanctions.

(5) Prior provision of provider education (technical assistance).

(6) Provider willingness to obey program rules.

(7) Whether a lesser sanction will be sufficient to remedy the problem.

(8) Actions taken or recommended by peer review groups or licensing boards.

b. A ground for sanction may precede enrollment in the medical assistance program, the person’s
passing of a background check, or similar prior approval for participation as a provider in the medical
assistance program. The mere fact of an enrollment, a person’s passing of a background check, or another
approval is not relevant to the sanction decision.

¢. Upon certification from the U.S. Department of Justice or the lowa department of justice that
a provider has failed to respond to a civil investigative demand in a timely manner as set forth in lowa
Code chapter 685 and the demand itself, the department shall immediately suspend the provider from
participation and suspend all payments to the provider. The suspension and payment suspension shall
end upon certification that the provider has responded to the demand in full.

79.2(5) Scope of sanction.

a.  Suspension or termination from participation shall preclude the person from submitting claims
for payment, whether personally or through claims submitted by any other person or affiliate, for any
services or supplies except for those services provided before the suspension or termination.

b.  No person may submit claims for payment for any services or supplies provided by a person
or affiliate who has been suspended or terminated from participation in the medical assistance program
except for those services provided before the suspension or termination.

c.  When the provisions of this subrule are violated, the department may sanction any person
responsible for the violation.

79.2(6) Notice to third parties. When a sanction is imposed, the department may notify third parties
of the findings made and the sanction imposed, including but not limited to law enforcement or peace
officers and federal or state agencies. The imposition of a sanction is not required before the department
may notify third parties of a person’s conduct. In accordance with 42 CFR § 1002.212, the department
must notify other state agencies, applicable licensing boards, the public, and Medicaid members, as
provided in 42 CFR §§ 1001.2005 and 1001.2006, whenever the department initiates an exclusion under
42 CFR § 1002.210.
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https://www.legis.iowa.gov/docs/ico/chapter/685.pdf

IAC 7/9/14 Human Services[441] Ch 79, p.63

79.2(7) Notice of violation.

a.  Any order of sanction shall be in writing and include the name of the person subject to sanction,
identify the ground for the sanction and its effective date, and be sent to the person’s last-known address.
If the department sanctions a provider, the order of sanction shall also include the national provider
identification number of the provider and be sent to the provider’s last address on file within the medical
assistance program.

b. In the case of a currently enrolled provider otherwise in good standing with all program
requirements, the provider shall have 15 days subsequent to the date of the notice prior to the department
action to show cause why the action should not be taken. If the provider fails to do so, the sanction
shall remain effective pending any subsequent appeal under 441—Chapter 7. If the provider attempts to
show cause but the department determines the sanction should remain effective pending any subsequent
appeal under 441—Chapter 7, the provider may seek a temporary stay of the department’s action from
the director or the director’s designee by filing an application for stay with the appeals section. The
director or the director’s designee shall consider the factors listed in lowa Code section 17A.19(5) “c.”

79.2(8) Suspension or withholding of payments pending a final determination. Where the
department has notified a provider of any sanction, overpayment, civil monetary penalty, or other
adverse action, the department may withhold payments on pending and subsequently received claims
in an amount reasonably calculated to approximate the amounts in question or may suspend payment
pending a final determination. Where the department intends to withhold or suspend payments it shall
notify the provider in writing.

79.2(9) Civil monetary penalties and interest. Civil monetary penalties and interest assessed in
accordance with 2013 Iowa Acts, Senate File 357, section 5 or section 11, are not allowable costs
for any aspect of determining payment to a person within the medical assistance program. Under no
circumstance shall the department reimburse a person for such civil monetary penalties or interest.

79.2(10) Report and return of identified overpayment.

a. If a person has identified an overpayment, the person must report and return the overpayment
in the form and manner set forth in this subrule.

b. A person has identified an overpayment if the person has actual knowledge of the existence of
the overpayment or acts in reckless disregard or deliberate ignorance of the existence of the overpayment.

¢.  An overpayment required to be reported under 2013 Iowa Acts, Senate File 357, section 3,
must be made in writing, addressed to the Program Integrity Unit of the lowa Medicaid Enterprise, and
contain all of the following:

(1) Person’s name.

(2) Person’s tax identification number.

(3) How the error was discovered.

(4) The reason for the overpayment.

(5) Claim number(s), as appropriate.

(6) Date(s) of service.

(7) Member identification number(s).

(8) National provider identification (NPI) number.

(9) Description of the corrective action plan to ensure the error does not occur again, if applicable.

(10) Whether the person has a corporate integrity agreement with the Office of the Inspector General
(OIQ) or is under the OIG Self-Disclosure Protocol or is presently under sanction by the department.

(11) The time frame and the total amount of refund for the period during which the problem existed
that caused the refund.

(12) If a statistical sample was used to determine the overpayment amount, a description of the
statistically valid methodology used to determine the overpayment.

(13) A refund in the amount of the overpayment.

This rule is intended to implement lowa Code section 249A .4.
[ARC 1155C, IAB 10/30/13, effective 1/1/14]
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441—79.3(249A) Maintenance of records by providers of service. A provider of a service that is
charged to the medical assistance program shall maintain complete and legible records as required in
this rule. Failure to maintain records or failure to make records available to the department or to its
authorized representative timely upon request shall result in claim denial or recoupment.

79.3(1) Financial (fiscal) records.

a. A provider of service shall maintain records as necessary to:

(1) Support the determination of the provider’s reimbursement rate under the medical assistance
program; and

(2) Support each item of service for which a charge is made to the medical assistance program.
These records include financial records and other records as may be necessary for reporting and
accountability.

b. A financial record does not constitute a medical record.

79.3(2) Medical (clinical) records. A provider of service shall maintain complete and legible
medical records for each service for which a charge is made to the medical assistance program.
Required records shall include any records required to maintain the provider’s license in good standing.

a. Definition. “Medical record” (also called “clinical record”) means a tangible history that
provides evidence of:

(1) The provision of each service and each activity billed to the program; and

(2) First and last name of the member receiving the service.

b.  Purpose. The medical record shall provide evidence that the service provided is:

(1) Medically necessary;

(2) Consistent with the diagnosis of the member’s condition; and

(3) Consistent with professionally recognized standards of care.

c.  Components.

(1) Identification. Each page or separate electronic document of the medical record shall contain
the member’s first and last name. In the case of electronic documents, the member’s first and last name
must appear on each screen when viewed electronically and on each page when printed. As part of the
medical record, the medical assistance identification number and the date of birth must also be identified
and associated with the member’s first and last name.

(2) Basis for service—general rule. General requirements for all services are listed herein. For the
application of these requirements to specific services, see paragraph 79.3(2) “d. ” The medical record shall
reflect the reason for performing the service or activity, substantiate medical necessity, and demonstrate
the level of care associated with the service. The medical record shall include the items specified below
unless the listed item is not routinely received or created in connection with a particular service or activity
and is not required to document the reason for performing the service or activity, the medical necessity
of the service or activity, or the level of care associated with the service or activity:

1. The member’s complaint, symptoms, and diagnosis.

The member’s medical or social history.

Examination findings.

Diagnostic test reports, laboratory test results, or X-ray reports.

Goals or needs identified in the member’s plan of care.

Physician orders and any prior authorizations required for Medicaid payment.
Medication records, pharmacy records for prescriptions, or providers’ orders.
Related professional consultation reports.

9. Progress or status notes for the services or activities provided.

10. All forms required by the department as a condition of payment for the services provided.

11. Any treatment plan, care plan, service plan, individual health plan, behavioral intervention plan,
or individualized education program.

12. The provider’s assessment, clinical impression, diagnosis, or narrative, including the complete
date thereof and the identity of the person performing the assessment, clinical impression, diagnosis, or
narrative.
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13. Any additional documentation necessary to demonstrate the medical necessity of the service
provided or otherwise required for Medicaid payment.

(3) Service documentation. The record for each service provided shall include information
necessary to substantiate that the service was provided and shall include the following:

1. The specific procedures or treatments performed.

2. The complete date of the service, including the beginning and ending date if the service is
rendered over more than one day.

3. The complete time of the service, including the beginning and ending time if the service is billed
on a time-related basis. For those time-related services billed using Current Procedural Terminology
(CPT) codes, the total time of the service shall be recorded, rather than the beginning and ending time.

4. The location where the service was provided if otherwise required on the billing form or in
441—vparagraph 77.30(5)“c” or “d,” 441—paragraph 77.33(6)“d,” 441—paragraph 77.34(5)“d,”
441—paragraph 77.37(15)“d,” 441—paragraph 77.39(13)“e,” 441—paragraph 77.39(14)“d,” or
441—paragraph 77.46(5) “i,” or 441—subparagraph 78.9(10) “a "(1).

5. The name, dosage, and route of administration of any medication dispensed or administered as
part of the service.

6. Any supplies dispensed as part of the service.

7.  The first and last name and professional credentials, if any, of the person providing the service.

8.  The signature of the person providing the service, or the initials of the person providing the
service if a signature log indicates the person’s identity.

9.  For24-hour care, documentation for every shift of the services provided, the member’s response
to the services provided, and the person who provided the services.

(4) Outcome of service. The medical record shall indicate the member’s progress in response to
the services rendered, including any changes in treatment, alteration of the plan of care, or revision of
the diagnosis.

d.  Basis for service requirements for specific services. The medical record for the following
services must include, but is not limited to, the items specified below (unless the listed item is not
routinely received or created in connection with the particular service or activity and is not required to
document the reason for performing the service or activity, its medical necessity, or the level of care
associated with it). These items will be specified on Form 470-4479, Documentation Checklist, when
the lowa Medicaid enterprise program integrity unit requests providers to submit records for review.
(See paragraph 79.4(2)“b.”)

(1) Physician (MD and DO) services:

Service or office notes or narratives.
Procedure, laboratory, or test orders and results.
Pharmacy services:

Prescriptions.

Nursing facility physician order.

Telephone order.

Pharmacy notes.

Prior authorization documentation.

Dentist services:

Treatment notes.

Anesthesia notes and records.

Prescriptions.

Podiatrist services:

Service or office notes or narratives.
Certifying physician statement.

Prescription or order form.

Certified registered nurse anesthetist services:
Service notes or narratives.

Preanesthesia physical examination report.
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3.
4,
5.
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2.
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2.
4.

5.

Operative report.

Anesthesia record.

Prescriptions.

Other advanced registered nurse practitioner services:

Service or office notes or narratives.

Procedure, laboratory, or test orders and results.

Optometrist and optician services:

Notes or narratives supporting eye examinations, medical services, and auxiliary procedures.
Original prescription or updated prescriptions for corrective lenses or contact lenses.
Prior authorization documentation.

Psychologist services:

Service or office psychotherapy notes or narratives.

Psychological examination report and notes.

Clinic services:

Service or office notes or narratives.

Procedure, laboratory, or test orders and results.

Nurses’ notes.

Prescriptions.

Medication administration records.

10) Services provided by rural health clinics or federally qualified health centers:

Service or office notes or narratives.

Form 470-2942, Prenatal Risk Assessment.
Procedure, laboratory, or test orders and results.
Immunization records.

11) Services provided by community mental health centers:

Service referral documentation.

Initial evaluation.

Individual treatment plan.

Service or office notes or narratives.

Narratives related to the peer review process and peer review activities related to a member’s

treatment.

6.

Written plan for accessing emergency services.

(12) Screening center services:

L.
2.
3.
4.

Service or office notes or narratives.
Immunization records.

Laboratory reports.

Results of health, vision, or hearing screenings.

(13) Family planning services:

1.
2.

3.
4
5
6.
7
(
L.
2.
3.
(
1

2.

Service or office notes or narratives.

Procedure, laboratory, or test orders and results.
Nurses’ notes.

Immunization records.

Consent forms.

Prescriptions.

Medication administration records.

14) Maternal health center services:

Service or office notes or narratives.
Procedure, laboratory, or test orders and results.
Form 470-2942, Prenatal Risk Assessment.

15) Birthing center services:

Service or office notes or narratives.
Form 470-2942, Prenatal Risk Assessment.
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(16) Ambulatory surgical center services:
1.  Service notes or narratives (history and physical, consultation, operative report, discharge
summary).
2. Physician orders.
Consent forms.
Anesthesia records.
Pathology reports.
Laboratory and X-ray reports.
(17) Hospital services:
1. Physician orders.
2. Service notes or narratives (history and physical, consultation, operative report, discharge
summary).
3. Progress or status notes.
Diagnostic procedures, including laboratory and X-ray reports.
Pathology reports.
Anesthesia records.
Medication administration records.
18) State mental hospital services:
Service referral documentation.
Resident assessment and initial evaluation.
Individual comprehensive treatment plan.
Service notes or narratives (history and physical, therapy records, discharge summary).
Form 470-0042, Case Activity Report.
6. Medication administration records.
(19) Services provided by skilled nursing facilities, nursing facilities, and nursing facilities for
persons with mental illness:
1. Physician orders.
Progress or status notes.
Service notes or narratives.
Procedure, laboratory, or test orders and results.
Nurses’ notes.
Physical therapy, occupational therapy, and speech therapy notes.
Medication administration records.
Form 470-0042, Case Activity Report.
20) Services provided by intermediate care facilities for persons with mental retardation:
Physician orders.
Progress or status notes.
Preliminary evaluation.
Comprehensive functional assessment.
Individual program plan.
Form 470-0374, Resident Care Agreement.
Program documentation.
Medication administration records.
Nurses’ notes.
O Form 470-0042, Case Activity Report.
1) Services provided by psychiatric medical institutions for children:
Physician orders or court orders.
Independent assessment.
Individual treatment plan.
Service notes or narratives (history and physical, therapy records, discharge summary).
Form 470-0042, Case Activity Report.
Medication administration records.
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(22) Hospice services:

Physician certifications for hospice care.

2. Form 470-2618, Election of Medicaid Hospice Benefit.
. Form 470-2619, Revocation of Medicaid Hospice Benefit.
4. Plan of care.

Physician orders.

Progress or status notes.

Service notes or narratives.

Medication administration records.

. Prescriptions.

23) Services provided by rehabilitation agencies:

Physician orders.

Initial certification, recertifications, and treatment plans.
Narratives from treatment sessions.

Treatment and daily progress or status notes and forms.
24) Home- and community-based habilitation services:
Notice of decision for service authorization.

Service plan (initial and subsequent).

Service notes or narratives.

2.
4.

2

Order for services.
Comprehensive treatment or service plan (initial and subsequent).
Service notes or narratives.

25) Behavioral health intervention:
2

26) Services provided by area education agencies and local education agencies:
. Service notes or narratives.
2. Individualized education program (IEP).
. Individual health plan (IHP).
4. Behavioral intervention plan.
27) Home health agency services:
. Plan of care or plan of treatment.
. Certifications and recertifications.
. Service notes or narratives.
. Physician orders or medical orders.
28) Services provided by independent laboratories:
. Laboratory reports.
2. Physician order for each laboratory test.
29) Ambulance services:
. Documentation on the claim or run report supporting medical necessity of the transport.
2. Documentation supporting mileage billed.
30) Services of lead investigation agencies:
. Service notes or narratives.
2. Child’s lead level logs (including laboratory results).
3. Written investigation reports to family, owner of building, child’s medical provider, and local
childhood lead poisoning prevention program.
4. Health education notes, including follow-up notes.
(31) Medical supplies:
1. Prescriptions.
2. Certificate of medical necessity.
3. Prior authorization documentation.
4. Medical equipment invoice or receipt.
(32) Orthopedic shoe dealer services:
1. Service notes or narratives.
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2. Prescriptions.
3. Certifying physician’s statement.
(33) Case management services, including HCBS case management services:
1.  Form 470-3956, MR/CMI/DD Case Management Service Authorization Request, for services
authorized before May 1, 2007.
2. Notice of decision for service authorization.
Service notes or narratives.
Social history.
Comprehensive service plan.
Reassessment of member needs.
Incident reports in accordance with 441—subrule 24.4(5).
34) Early access service coordinator services:
Individualized family service plan (IFSP).
Service notes or narratives.
35) Home- and community-based waiver services, other than case management:
Notice of decision for service authorization.
Service plan.
Service logs, notes, or narratives.
Mileage and transportation logs.
Log of meal delivery.
Invoices or receipts.
7.  Forms 470-3372, HCBS Consumer-Directed Attendant Care Agreement, and 470-4389,
Consumer-Directed Attendant Care (CDAC) Service Record.
(36) Physical therapist services:
1. Physician order for physical therapy.
2. Initial physical therapy certification, recertifications, and treatment plans.
3. Treatment notes and forms.
4. Progress or status notes.
(37) Chiropractor services:
1. Service or office notes or narratives.
2. X-ray results.
(38) Hearing aid dealer and audiologist services:
1. Physician examinations and audiological testing (Form 470-0361, Sections A, B, and C).
2. Documentation of hearing aid evaluation and selection (Form 470-0828).
3. Waiver of informed consent.
4.  Prior authorization documentation.
5
(

AR T S T I A N e

. Service or office notes or narratives.
39) Behavioral health services:
1.  Assessment.
2. Individual treatment plan.
3. Service or office notes or narratives.
(40) Health home services:
1. Comprehensive care management plan.
2.  Care coordination and health promotion plan.
3. Comprehensive transitional care plan, including appropriate follow-up, from inpatient to other
settings.
4. Documentation of member and family support (including authorized representatives).
5. Documentation of referral to community and social support services, if relevant.
(41) Services of public health agencies:
1. Service or office notes or narratives.
2. Immunization records.
3. Results of communicable disease testing.
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e. Corrections. A provider may correct the medical record before submitting a claim for
reimbursement.

(1) Corrections must be made or authorized by the person who provided the service or by a person
who has first-hand knowledge of the service.

(2) A correction to a medical record must not be written over or otherwise obliterate the original
entry. A single line may be drawn through erroneous information, keeping the original entry legible. In
the case of electronic records, the original information must be retained and retrievable.

(3) Any correction must indicate the person making the change and any other person authorizing
the change, must be dated and signed by the person making the change, and must be clearly connected
with the original entry in the record.

(4) If a correction made after a claim has been submitted affects the accuracy or validity of the
claim, an amended claim must be submitted.

79.3(3) Maintenance requirement. The provider shall maintain records as required by this rule:

a. During the time the member is receiving services from the provider.

b.  For a minimum of five years from the date when a claim for the service was submitted to the
medical assistance program for payment.

c.  Asmay be required by any licensing authority or accrediting body associated with determining
the provider’s qualifications.

79.3(4) Availability. Rescinded IAB 1/30/08, effective 4/1/08.

This rule is intended to implement lowa Code section 249A 4.
[ARC 7957B, IAB 7/15/09, effective 7/1/09; ARC 8262B, IAB 11/4/09, effective 12/9/09; ARC 9440B, IAB 4/6/11, effective
4/1/11; ARC 9487B, IAB 5/4/11, effective 7/1/11; ARC 0198C, IAB 7/11/12, effective 7/1/12; ARC 0358C, IAB 10/3/12, effective
11/7/12; ARC 0711C, IAB 5/1/13, effective 7/1/13]

441—79.4(249A) Reviews and audits.

79.4(1) Definitions.

“Authorized representative,” within the context of this rule, means the person appointed to carry
out audit or review procedures, including assigned auditors, reviewers or agents contracted for specific
audits, reviews, or audit or review procedures.

“Claim” means each record received by the department or the lowa Medicaid enterprise that states
the amount of requested payment and the service rendered by a specific and particular Medicaid provider
to an eligible member.

“Clinical record” means a legible electronic or hard-copy history that documents the criteria
established for medical records as set forth in rule 441—79.3(249A). A claim form or billing statement
does not constitute a clinical record.

“Confidence level” means the statistical reliability of the sampling parameters used to estimate the
proportion of payment errors (overpayment and underpayment) in the universe under review.

“Customary and prevailing fee ” means a fee that is both (1) the most consistent charge by a Medicaid
provider for a given service and (2) within the range of usual charges for a given service billed by most
providers with similar training and experience in the state of lowa.

“Extrapolation” means that the total amount of overpayment or underpayment will be determined
by using sample data meeting the confidence level requirement.

“Fiscal record” means a legible electronic or hard-copy history that documents the criteria
established for fiscal records as set forth in rule 441—79.3(249A). A claim form or billing statement
does not constitute a fiscal record.

“Overpayment” means any payment or portion of a payment made to a provider that is incorrect
according to the laws and rules applicable to the Medicaid program and that results in a payment greater
than that to which the provider is entitled.

“Procedure code” means the identifier that describes medical or remedial services performed or the
supplies, drugs, or equipment provided.

“Random sample” means a statistically valid random sample for which the probability of selection
for every item in the universe is known.
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“Underpayment” means any payment or portion of a payment not made to a provider for services
delivered to eligible members according to the laws and rules applicable to the Medicaid program and
to which the provider is entitled.

“Universe” means all items or claims under review or audit during the period specified by the audit
Or review.

79.4(2) Audit or review of clinical and fiscal records by the department. Any Medicaid provider may
be audited or reviewed at any time at the discretion of the department.

a.  Authorized representatives of the department shall have the right, upon proper identification,
to audit or review the clinical and fiscal records to determine whether:

(1) The department has correctly paid claims for goods or services.

(2) The provider has furnished the services to Medicaid members.

(3) The provider has retained clinical and fiscal records that substantiate claims submitted for
payment.

(4) The goods or services provided were in accordance with lowa Medicaid policy.

b.  Requests for provider records by the lowa Medicaid enterprise program integrity
unit shall include Form 470-4479, Documentation Checklist, which is available at
www.ime.state.ia.us/Providers/Forms.html, listing the specific records that must be provided for the
audit or review pursuant to paragraph 79.3(2)“d” to document the basis for services or activities
provided.

¢.  Records generated and maintained by the department may be used by auditors or reviewers and
in all proceedings of the department.

79.4(3) Audit or review procedures. The department will select the method of conducting an audit
or review and will protect the confidential nature of the records being audited or reviewed. The provider
may be required to furnish records to the department. Unless the department specifies otherwise, the
provider may select the method of delivering any requested records to the department.

a. Upon a written request for records, the provider must submit all responsive records to the
department or its authorized agent within 30 calendar days of the mailing date of the request, except
as provided in paragraph “b.”

b.  Extension of time limit for submission.

(1) The department may grant an extension to the required submission date of up to 15 calendar
days upon written request from the provider or the provider’s designee. The request must:

1. Establish good cause for the delay in submitting the records; and

2. Bereceived by the department before the date the records are due to be submitted.

(2) For purposes of these rules, “good cause” has the same meaning as in Iowa Rule of Civil
Procedure 1.977.

(3) The department may grant a request for an extension of the time limit for submitting records at
its discretion. The department shall issue a written notice of its decision.

(4) The provider may appeal the department’s denial of a request to extend the time limit for
submission of requested records according to the procedures in 441—Chapter 7.

c¢.  The department may elect to conduct announced or unannounced on-site reviews or audits.
Records must be provided upon request and before the end of the on-site review or audit.

(1) For an announced on-site review or audit, the department’s employee or authorized agent
may give as little as one day’s advance notice of the review or audit and the records and supporting
documentation to be reviewed.

(2) Notice is not required for unannounced on-site reviews and audits.

(3) In an on-site review or audit, the conclusion of that review or audit shall be considered the end
of the period within which to produce records.

d.  Audit or review procedures may include, but are not limited to, the following:

(1) Comparing clinical and fiscal records with each claim.

(2) Interviewing members who received goods or services and employees of providers.

(3) Examining third-party payment records.
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(4) Comparing Medicaid charges with private-patient charges to determine that the charge to
Medicaid is not more than the customary and prevailing fee.

(5) Examining all documents related to the services for which Medicaid was billed.

e.  Use of statistical sampling techniques. The department’s procedures for auditing or reviewing
Medicaid providers may include the use of random sampling and extrapolation.

(1) A statistically valid random sample will be selected from the universe of records to be audited
or reviewed. The sample size shall be selected using accepted sample size estimation methods. The
confidence level of the sample size calculation shall not be less than 95 percent.

(2) Following the sample audit or review, the statistical margin of error of the sample will be
computed, and a confidence interval will be determined. The estimated error rate will be extrapolated
to the universe from which the sample was drawn within the computed margin of error of the sampling
process.

(3) Commonly accepted statistical analysis programs may be used to estimate the sample size and
calculate the confidence interval, consistent with the sampling parameters.

(4) The audit or review findings generated through statistical sampling procedures shall constitute
prima facie evidence in all department proceedings regarding the number and amount of overpayments
or underpayments received by the provider.

f Self-audit. The department may require a provider to conduct a self-audit and report the results
of the self-audit to the department.

79.4(4) Preliminary report of audit or review findings. 1f the department concludes from an audit or
review that an overpayment has occurred, the department will issue a preliminary finding of a tentative
overpayment and inform the provider of the opportunity to request a reevaluation.

79.4(5) Disagreement with audit or review findings. If a provider disagrees with the preliminary
finding of a tentative overpayment, the provider may request a reevaluation by the department and may
present clarifying information and supplemental documentation.

a. Reevaluation request. A request for reevaluation must be submitted in writing within 15
calendar days of the date of the notice of the preliminary finding of a tentative overpayment. The
request must specify the issues of disagreement.

(1) If the audit or review is being performed by the lowa Medicaid enterprise surveillance and
utilization review services unit, the request should be addressed to: IME SURS Unit, P.O. Box 36390,
Des Moines, Iowa 50315.

(2) If the audit or review is being performed by any other departmental entity, the request should
be addressed to: Iowa Department of Human Services, Attention: Fiscal Management Division, Hoover
State Office Building, 1305 E. Walnut Street, Des Moines, lowa 50319-0114.

b.  Additional information. A provider that has made a reevaluation request pursuant to paragraph
“a” of this subrule may submit clarifying information or supplemental documentation that was not
previously provided. This information must be received at the applicable address within 30 calendar
days of the mailing of the preliminary finding of a tentative overpayment to the provider, except as
provided in paragraph “c” of this subrule.

c¢.  Disagreement with sampling results. When the department’s audit or review findings have been
generated through sampling and extrapolation and the provider disagrees with the findings, the burden of
proof of compliance rests with the provider. The provider may present evidence to show that the sample
was invalid. The evidence may include a 100 percent audit or review of the universe of provider records
used by the department in the drawing of the department’s sample. Any such audit or review must:

(1) Be arranged and paid for by the provider.

(2) Be conducted by an individual or organization with expertise in coding, medical services, and
Iowa Medicaid policy if the issues relate to clinical records.

(3) Be conducted by a certified public accountant if the issues relate to fiscal records.

(4) Demonstrate that bills and records that were not audited or reviewed in the department’s sample
are in compliance with program regulations.

(5) Be submitted to the department with all supporting documentation within 60 calendar days of
the mailing of the preliminary finding of a tentative overpayment to the provider.
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79.4(6) Finding and order for repayment. Upon completion of a requested reevaluation or upon
expiration of the time to request reevaluation, the department shall issue a finding and order for repayment
of any overpayment and may immediately begin withholding payments on other claims to recover any
overpayment.

79.4(7) Appeal by provider of care. A provider may appeal the finding and order of repayment
and withholding of payments pursuant to 441—Chapter 7. However, an appeal shall not stay the
withholding of payments or other action to collect the overpayment. Records not provided to the
department during the review process set forth in subrule 79.4(3) or 79.4(5) shall not be admissible
in any subsequent contested case proceeding arising out of a finding and order for repayment of any
overpayment identified under subrule 79.4(6). This provision does not preclude providers that have
provided records to the department during the review process set forth in subrule 79.4(3) or 79.4(5)
from presenting clarifying information or supplemental documentation in the appeals process in order
to defend against any overpayment identified under subrule 79.4(6). This provision is intended to
minimize potential duplication of effort and delay in the audit or review process, minimize unnecessary
appeals, and otherwise forestall fraud, waste, and abuse in the lowa Medicaid program.

This rule is intended to implement lowa Code section 249A 4.
[ARC 0712C, IAB 5/1/13, effective 7/1/13; ARC 1155C, IAB 10/30/13, effective 1/1/14]

441—79.5(249A) Nondiscrimination on the basis of handicap. All providers of service shall comply
with Section 504 of the Rehabilitation Act of 1973 and Federal regulations 45 CFR Part 84, as amended
to December 19, 1990, which prohibit discrimination on the basis of handicap in all Department of Health
and Human Services funded programs.

This rule is intended to implement lowa Code subsection 249A.4(6).

441—79.6(249A) Provider participation agreement. Providers of medical and health care wishing
to participate in the program shall execute an agreement with the department on Form 470-2965,
Agreement Between Provider of Medical and Health Services and the Iowa Department of Human
Services Regarding Participation in Medical Assistance Program.

EXCEPTION: Dental providers are required to complete Form 470-3174, Addendum to Dental
Provider Agreement for Orthodontia, to receive reimbursement under the early and periodic screening,
diagnosis, and treatment program.

In these agreements, the provider agrees to the following:

79.6(1) To maintain clinical and fiscal records as specified in rule 441—79.3(249A).

79.6(2) That the charges as determined in accordance with the department’s policy shall be the full
and complete charge for the services provided and no additional payment shall be claimed from the
recipient or any other person for services provided under the program.

79.6(3) That it is understood that payment in satisfaction of the claim will be from federal and
state funds and any false claims, statements, or documents, or concealment of a material fact may be
prosecuted under applicable federal and state laws.

This rule is intended to implement lowa Code section 249A.4.

441—79.7(249A) Medical assistance advisory council.

79.7(1) Officers. Officers shall be a chairperson and a vice-chairperson.

a. The director of public health shall serve as chairperson of the council. Elections for
vice-chairperson will be held the first meeting after the beginning of the calendar year.

b.  The vice-chairperson’s term of office shall be two years. A vice-chairperson shall serve no
more than two terms.

c¢.  The vice-chairperson shall serve in the absence of the chairperson.

d.  The chairperson and vice-chairperson shall have the right to vote on any issue before the council.

e. The chairperson shall appoint a committee of not less than three members to nominate
vice-chairpersons and shall appoint other committees approved by the council.
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79.7(2) Membership. The membership of the council and its executive committee shall be as
prescribed at lowa Code section 249A.4B, subsections 2and 3.

79.7(3) Expenses, staff support, and technical assistance. Expenses of the council and executive
committee, such as those for clerical services, mailing, telephone, and meeting place, shall be the
responsibility of the department of human services. The department shall arrange for a meeting place,
related services, and accommodations. The department shall provide staff support and independent
technical assistance to the council and the executive committee.

79.7(4) Meetings. The council shall meet no more than quarterly. The executive committee shall
meet on a monthly basis. Meetings may be called by the chairperson, upon written request of at least 50
percent of the members, or by the director of the department of human services.

a. Meetings shall be held in the Des Moines, lowa, area, unless other notification is given.

b.  Written notice of council meetings shall be mailed at least two weeks in advance of the meeting.
Each notice shall include an agenda for the meeting.

79.7(5) Procedures.

a. A quorum shall consist of 50 percent of the voting members.

b.  Where a quorum is present, a position is carried by two-thirds of the council members present.

c¢.  Minutes of council meetings and other written materials developed by the council shall be
distributed by the department to each member and to the executive office of each professional group or
business entity represented.

d. Notice shall be given to a professional group or business entity represented on the council when
the representative of that group or entity has been absent from three consecutive meetings.

e. In cases not covered by these rules, Robert’s Rules of Order shall govern.

79.7(6) Duties.

a. Executive committee. Based upon the deliberations of the medical assistance advisory
council and the executive committee, the executive committee shall make recommendations to the
director regarding the budget, policy, and administration of the medical assistance program. Such
recommendations may include:

(1) Recommendations on the reimbursement for medical services rendered by providers of services.

(2) Identification of unmet medical needs and maintenance needs which affect health.

(3) Recommendations for objectives of the program and for methods of program analysis and
evaluation, including utilization review.

(4) Recommendations for ways in which needed medical supplies and services can be made
available most effectively and economically to the program recipients.

(5) Advice on such administrative and fiscal matters as the director of the department of human
services may request.

b.  Council. The medical assistance advisory council shall:

(1) Advise the professional groups and business entities represented and act as liaison between
them and the department.

(2) Report at least annually to the professional groups and business entities represented.

(3) Perform other functions as may be provided by state or federal law or regulation.

(4) Communicate information considered by the council to the professional groups and business
entities represented.

79.7(7) Responsibilities.

a. Recommendations of the council shall be advisory and not binding upon the department
of human services or the professional groups and business entities represented. The director of the
department of human services shall consider the recommendations offered by the council and the
executive committee in:

(1) The director’s preparation of medical assistance budget recommendations to the council on
human services, pursuant to lowa Code section 217.3, and

(2) Implementation of medical assistance program policies.

b.  The council may choose subjects for consideration and recommendation. It shall consider all
matters referred to it by the department of human services.
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c.  Any matter referred by a member organization or body shall be considered upon an affirmative
vote of the council.

d.  The department shall provide the council with reports, data, and proposed and final amendments
to rules, laws, and guidelines, for its information, review, and comment.

e.  The department shall present the annual budget for the medical assistance program for review
and comment.

f- The department shall permit staff members to appear before the council to review and discuss
specific information and problems.

g The department shall maintain a current list of members on the council and executive

committee.
[ARC 8263B, IAB 11/4/09, effective 12/9/09]

441—79.8(249A) Requests for prior authorization. When the lowa Medicaid enterprise has not
reached a decision on a request for prior authorization after 60 days from the date of receipt, the request
will be approved.

79.8(1) Making the request.

a. Providers may submit requests for prior authorization for any items or procedures by mail or
by facsimile transmission (fax) using Form 470-0829, Request for Prior Authorization, or electronically
using the Accredited Standards Committee (ASC) X12N 278 transaction, Health Care Services Request
for Review and Response. Requests for prior authorization for drugs may also be made by telephone.

b.  Providers shall send requests for prior authorization to the lowa Medicaid enterprise. The
request should address the relevant criteria applicable to the particular service, medication or equipment
for which prior authorization is sought, according to rule 441—78.28(249A). Copies of history and
examination results may be attached to rather than incorporated in the letter.

c. Ifarequest for prior authorization submitted electronically requires attachments or supporting
clinical documentation and a national electronic attachment has not been adopted, the provider shall:

(1) Use Form 470-3970, Prior Authorization Attachment Control, as the cover sheet for the paper
attachments or supporting clinical documentation; and

(2) Reference on Form 470-3970 the attachment control number submitted on the ASC X12N 278
electronic transaction.

79.8(2) The policy applies to services or items specifically designated as requiring prior
authorization.

79.8(3) The provider shall receive a notice of approval or denial for all requests.

a. In the case of prescription drugs, notices of approval or denial will be faxed to the prescriber
and pharmacy.

b.  Decisions regarding approval or denial will be made within 24 hours from the receipt of the
prior authorization request. In cases where the request is received during nonworking hours, the time
limit will be construed to start with the first hour of the normal working day following the receipt of the
request.

79.8(4) Prior authorizations approved because a decision is not timely made shall not be considered
a precedent for future similar requests.

79.8(5) Approved prior authorization applies to covered services and does not apply to the recipient’s
eligibility for medical assistance.

79.8(6) If a provider is unsure if an item or service is covered because it is rare or unusual, the
provider may submit a request for prior approval in the same manner as other requests for prior approval
in 79.8(1).

79.8(7) Requests for prior approval of services shall be reviewed according to rule 441—79.9(249A)
and the conditions for payment as established by rule in 441—Chapter 78. Where ambiguity exists as to
whether a particular item or service is covered, requests for prior approval shall be reviewed according
to the following criteria in order of priority:

a. The conditions for payment outlined in the provider manual with reference to coverage and
duration.
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b.  The determination made by the Medicare program unless specifically stated differently in state
law or rule.

¢.  The recommendation to the department from the appropriate advisory committee.

d.  Whether there are other less expensive procedures which are covered and which would be as
effective.

e.  The advice of an appropriate professional consultant.

79.8(8) The amount, duration and scope of the Medicaid program is outlined in 441—Chapters 78,
79, 81, 82 and 85. Additional clarification of the policies is available in the provider manual distributed
and updated to all participating providers.

79.8(9) The lowa Medicaid enterprise shall issue a notice of decision to the recipient upon a denial
of request for prior approval pursuant to 441—Chapter 7. The lowa Medicaid enterprise shall mail the
notice of decision to the recipient within five working days of the date the prior approval form is returned
to the provider.

79.8(10) If a request for prior approval is denied by the lowa Medicaid enterprise, the request may be
resubmitted for reconsideration with additional information justifying the request. The aggrieved party
may file an appeal in accordance with 441—Chapter 7.

This rule is intended to implement lowa Code section 249A 4.

441—79.9(249A) General provisions for Medicaid coverage applicable to all Medicaid providers
and services.

79.9(1) Medicare definitions and policies shall apply to services provided unless specifically defined
differently.

79.9(2) The services covered by Medicaid shall:

a. Be consistent with the diagnosis and treatment of the patient’s condition.

b.  Be in accordance with standards of good medical practice.

c¢.  Berequired to meet the medical need of the patient and be for reasons other than the convenience
of the patient or the patient’s practitioner or caregiver.

d.  Bethe least costly type of service which would reasonably meet the medical need of the patient.

e. Be eligible for federal financial participation unless specifically covered by state law or rule.

/- Be within the scope of the licensure of the provider.

g Be provided with the full knowledge and consent of the recipient or someone acting in the
recipient’s behalf unless otherwise required by law or court order or in emergency situations.

h.  Be supplied by a provider who is eligible to participate in the Medicaid program. The provider
must use the billing procedures and documentation requirements described in 441—Chapters 78 and 80.

79.9(3) Providers shall supply all the same services to Medicaid eligibles served by the provider as
are offered to other clients of the provider.

79.9(4) Recipients must be informed before the service is provided that the recipient will be
responsible for the bill if a noncovered service is provided.

79.9(5) Coverage in public institutions. Medical services provided to a person while the person is
an inmate of a public jail, prison, juvenile detention center, or other public penal institution of more than
four beds are not covered by Medicaid.

79.9(6) The acceptance of Medicaid funds by means of a prospective or interim rate creates an
express trust. The Medicaid funds received constitute the trust res. The trust terminates when the rate is
retrospectively adjusted or otherwise finalized and, if applicable, any Medicaid funds determined to be
owed are repaid in full to the department.

79.9(7) Medical assistance funds are incorrectly paid whenever a person who provided the service
to the member for which the department paid was at the time service was provided the parent of a minor
child, spouse, or legal representative of the member.

79.9(8) The rules of the medical assistance program shall not be construed to require payment of
medical assistance funds, in whole or in part, directly or indirectly, overtly or covertly, for the provision
of non-Medicaid services. The rules of the medical assistance program shall be interpreted in such a
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manner to minimize any risk that medical assistance funds might be used to subsidize services to persons
other than members of the medical assistance program.

This rule is intended to implement lowa Code section 249A .4.
[ARC 1155C, IAB 10/30/13, effective 1/1/14]

441—79.10(249A) Requests for preadmission review. The inpatient hospitalization of Medicaid
recipients is subject to preadmission review by the lowa Medicaid enterprise (IME) medical services
unit as required in rule 441—78.3(249A).

79.10(1) The patient’s admitting physician, the physician’s designee, or the hospital will contact the
IME medical services unit to request approval of Medicaid coverage for the hospitalization, according
to instructions issued to providers by the IME medical services unit and instructions in the Medicaid
provider manual.

79.10(2) Medicaid payment will not be made to the hospital if the IME medical services unit denies
the procedure requested in the preadmission review.

79.10(3) The IME medical services unit shall issue a letter of denial to the patient, the physician,
and the hospital when a request is denied. The patient, the physician, or the hospital may request a
reconsideration of the decision by filing a written request with the IME medical services unit within 60
days of the date of the denial letter.

79.10(4) The aggrieved party may appeal a denial of a request for reconsideration by the IME
medical services unit according to 441—Chapter 7.

79.10(5) The requirement to obtain preadmission review is waived when the patient is enrolled in
the managed health care option known as patient management and proper authorization for the admission
has been obtained from the patient manager as described in 441—Chapter 88.

This rule is intended to implement lowa Code section 249A .4.

441—79.11(249A) Requests for preprocedure surgical review. The lowa Medicaid enterprise
(IME) medical services unit conducts a preprocedure review of certain frequently performed surgical
procedures to determine the necessity of the procedures and if Medicaid payment will be approved
according to requirements found in 441—subrules 78.1(19), 78.3(18), and 78.26(3).

79.11(1) The physician must request approval from the IME medical services unit when the
physician expects to perform a surgical procedure appearing on the department’s preprocedure surgical
review list published in the Medicaid provider manual. All requests for preprocedure surgical review
shall be made according to instructions issued to physicians, hospitals and ambulatory surgical centers
appearing in the Medicaid provider manual and instructions issued to providers by the IME medical
services unit.

79.11(2) The IME medical services unit shall issue the physician a validation number for each
request and shall advise whether payment for the procedure will be approved or denied.

79.11(3) Medicaid payment will not be made to the physician and other medical personnel or the
facility in which the procedure is performed, i.e., hospital or ambulatory surgical center, if the IME
medical services unit does not give approval.

79.11(4) The IME medical services unit shall issue a denial letter to the patient, the physician, and
the facility when the requested procedure is not approved. The patient, the physician, or the facility may
request a reconsideration of the decision by filing a written request with the IME medical services unit
within 60 days of the date of the denial letter.

79.11(5) The aggrieved party may appeal a denial of a request for reconsideration by the IME
medical services unit in accordance with 441—Chapter 7.

79.11(6) The requirement to obtain preprocedure surgical review is waived when the patient is
enrolled in the managed health care option known as patient management and proper authorization for
the procedure has been obtained from the patient manager as described in 441—Chapter 88.

This rule is intended to implement lowa Code section 249A.4.
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441—79.12(249A) Advance directives. “Advance directive” means a written instruction, such as a
living will or durable power of attorney for health care, recognized under state law and related to the
provision of health care when the person is incapacitated. All hospitals, home health agencies, home
health providers of waiver services, hospice programs, and health maintenance organizations (HMOs)
participating in Medicaid shall establish policies and procedures with respect to all adults receiving
medical care through the provider or organization to comply with state law regarding advance directives
as follows:

79.12(1) A hospital at the time of a person’s admission as an inpatient, a home health care provider
in advance of a person’s coming under the care of the provider, a hospice provider at the time of initial
receipt of hospice care by a person, and a health maintenance organization at the time of enrollment
of the person with the organization shall provide written information to each adult which explains the
person’s rights under state law to make decisions concerning medical care, including the right to accept
or refuse medical or surgical treatment and the right to formulate advance directives, and the provider’s
policies regarding the implementation of these rights.

79.12(2) The provider or organization shall document in the person’s medical record whether or not
the person has executed an advance directive.

79.12(3) The provider or organization shall not condition the provision of care or otherwise
discriminate against a person based on whether or not the person has executed an advance directive.

79.12(4) The provider or organization shall ensure compliance with requirements of state law
regarding advance directives.

79.12(5) The provider or organization shall provide for education for staff and the community on
issues concerning advance directives.

Nothing in this rule shall be construed to prohibit the application of a state law which allows for an
objection on the basis of conscience for any provider or organization which as a matter of conscience
cannot implement an advance directive.

This rule is intended to implement lowa Code section 249A 4.

441—79.13(249A) Requirements for enrolled Medicaid providers supplying laboratory
services. Medicaid enrolled entities providing laboratory services are subject to the provisions of
the Clinical Laboratory Improvement Amendments of 1988 (CLIA), Public Law 100-578, and
implementing federal regulations published at 42 CFR Part 493 as amended to December 29, 2000.
Medicaid payment shall not be afforded for services provided by an enrolled Medicaid provider
supplying laboratory services that fails to meet these requirements. For the purposes of this rule,
laboratory services are defined as services to examine human specimens for the diagnosis, prevention
or treatment of any disease or impairment of, or assessment of, the health of human beings.
This rule is intended to implement lowa Code section 249A .4.

441—79.14(249A) Provider enrollment.

79.14(1) Application request. lowa Medicaid providers other than managed care organizations and
Medicaid fiscal agents shall begin the enrollment process by completing the appropriate application on
the Iowa Medicaid enterprise Web site.

a. Providers of home- and community-based waiver services shall submit Form 470-2917,
Medicaid HCBS Provider Application, at least 90 days before the planned service implementation date.

b.  Providers enrolling as ordering or referring providers shall submit Form 470-5111, lowa
Medicaid Ordering/Referring Provider Enrollment Application.

c. All other providers shall submit Form 470-0254, Towa Medicaid Provider Enrollment
Application.

d. A nursing facility shall also complete the process set forth in 441—subrule 81.13(1).

e.  An intermediate care facility for persons with an intellectual disability shall also complete the
process set forth in 441—subrule 82.3(1).

79.14(2) Submittal of application. The provider shall submit the appropriate application forms,
including the application fee, if required, to the lowa Medicaid enterprise provider services unit by
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personal delivery, by e-mail, via online enrollment systems, or by mail to P.O. Box 36450, Des Moines,
Iowa 50315.

a.  The application shall include the provider’s national provider identifier number or shall indicate
that the provider is an atypical provider that is not issued a national provider identifier number.

b.  With the application form, an assertive community treatment program shall submit Form
470-4842, Assertive Community Services (ACT) Provider Agreement Addendum, and agree to file
with the department an annual report containing information to be used for rate setting, including:

(1) Data by practitioner on the utilization by Medicaid members of all the services included in
assertive community treatment, and

(2) Cost information by practitioner type and by type of service actually delivered as part of
assertive community treatment.

¢.  With the application form, or as a supplement to a previously submitted application, providers
of health home services shall submit Form 470-5100, Health Home Provider Agreement.

d.  Application fees.

(1) Providers who are enrolling or reenrolling in the lowa Medicaid program shall submit an
application fee with their application unless they are exempt as set forth in this paragraph.

(2) Fee amount. The application fee shall be in the amount prescribed by the Secretary of the U.S.
Department of Health and Human Services (the Secretary) for the calendar year in which the application
is submitted and in accordance with 42 U.S.C. 1395¢cc(j)(2)(C).

(3) Nonrefundable. The application fee is nonrefundable, except if submitted with one of the
following:

1. A hardship exception request that is subsequently approved by the Secretary.

2. An application that is subsequently denied as a result of a temporary moratorium under 2013
Iowa Acts, Senate File 357, section 12.

3. An application or other transaction in which the application fee is not required.

(4) The process for enrolling or reenrolling a provider will not begin until the application fee has
been received by the department or a hardship exception request has been approved by the Secretary.

(5) Exempt providers. The following providers shall not be required to submit an application fee:

1. Individual physicians or nonphysician practitioners.

2. Providers that are enrolled in Medicare, another state’s Medicaid program or another state’s
children’s health insurance program.

3. Providers that have paid the applicable application fee within 12 months of the date of
application submission to a Medicare contractor or another state.

(6) All application fees collected shall be used for the costs associated with the screening
procedures as described in subrule 79.14(4). Any unused portion of the application fees collected shall
be returned to the federal government in accordance with 42 CFR § 455.460.

79.14(3) Program integrity information requirements.

a.  All providers, including but not limited to managed care organizations and Medicaid fiscal
agents, applying for participation in the lowa Medicaid program must disclose all information required
to be submitted pursuant to 42 CFR Part 455. In addition, all providers shall disclose any current, or
previous, direct or indirect affiliation with a present or former lowa Medicaid provider that:

(1) Has any uncollected debt owed to Medicaid or any other health care program funded by any
governmental entity, including but not limited to the federal and state of lowa governments;

(2) Has been or is subject to a payment suspension under a federally funded health care program,;

(3) Hasbeen excluded from participation under Medicaid, Medicare, or any other federally funded
health care program,;

(4) Has had its billing privileges denied or revoked,;

(5) Has been administratively dissolved by the lowa secretary of state, or similar action has been
taken by a comparable agency in another state; or

(6) Shares a national provider identification (NPI) number or tax ID number with another provider
that meets the criteria specified in subparagraph 79.14(3) “a (1), (2), (3), (4), or (5).
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b.  The lowa Medicaid enterprise may deny enrollment to a provider applicant or disenroll a current
provider that has any affiliation as set forth in this rule if the department determines that the affiliation
poses a risk of fraud, waste, or abuse. Such denial or disenrollment is appealable under 441—Chapter
7 but, notwithstanding any provision to the contrary in that chapter, the provider shall bear the burden
to prove by clear and convincing evidence that the affiliation does not pose any risk of fraud, waste, or
abuse.

c¢.  For purposes of this rule, the term “direct or indirect affiliation” includes but is not limited to
relationships between individuals, business entities, or a combination of the two. The term includes but
is not limited to direct or indirect business relationships that involve:

(1) A compensation arrangement;

(2) An ownership arrangement;

(3) Managerial authority over any member of the affiliation;

(4) The ability of one member of the affiliation to control any other; or

(5) The ability of a third party to control any member of the affiliation.

79.14(4) Screening procedures and requirements. Providers applying for participation in the lowa
Medicaid program shall be subject to the “limited,” “moderate,” or “high” categorical risk screening
procedures and requirements in accordance with 42 CFR §455.450.

a. For the types of providers that are recognized as a provider under the Medicare program, the
Iowa Medicaid enterprise shall use the same categorical risk screening procedures and requirements
assigned to that provider type by Medicare pursuant to 42 CFR §424.518.

b.  Provider types not assigned a screening level by the Medicare program shall be subject to the
procedures of the “limited” risk screening level pursuant to 42 CFR §455.450.

c¢.  Adjustment of risk level. The lowa Medicaid enterprise shall adjust the categorical risk
screening procedures and requirements from “limited” or “moderate” to “high” when any of the
following occurs:

(1) The Iowa Medicaid enterprise imposes a payment suspension on a provider based on a credible
allegation of fraud, waste, or abuse; the provider has an existing Medicaid overpayment; or within the
previous ten years, the provider has been excluded by the Office of the Inspector General or another
state’s Medicaid program; or

(2) The Iowa Medicaid enterprise or the Centers for Medicare and Medicaid Services in the
previous six months lifted a temporary moratorium for the particular provider type, and a provider that
was prevented from enrolling based on the moratorium applies for enrollment as a provider at any time
within six months from the date the moratorium was lifted.

79.14(5) Notification. A provider shall be notified of the decision on the provider’s application
within 30 calendar days of receipt by the lowa Medicaid enterprise provider services unit of a complete
and correct application with all required documents, including, but not limited to, if applicable, any
application fees or screening results.

79.14(6) A provider that is not approved as the Medicaid provider type requested shall have the right
to appeal under 441—Chapter 7.

79.14(7) Effective date of approval. An application shall be approved retroactive to the date
requested by the provider or the date the provider meets the applicable participation criteria, whichever
is later, not to exceed 12 months retroactive from the receipt of the application with all required
documents by the lowa Medicaid enterprise provider services unit.

79.14(8) A provider approved for certification as a Medicaid provider shall complete a provider
participation agreement as required by rule 441—79.6(249A).

79.14(9) No payment shall be made to a provider for care or services provided prior to the effective
date of the Jowa Medicaid enterprise’s approval of an application.

79.14(10) Payment rates dependent on the nature of the provider or the nature of the care or services
provided shall be based on information on the application, together with information on claim forms, or
on rates paid the provider prior to April 1, 1993.

79.14(11) An amendment to an application shall be submitted to the lowa Medicaid enterprise
provider services unit and shall be approved or denied within 30 calendar days. Approval of an
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amendment shall be retroactive to the date requested by the provider or the date the provider meets all
applicable criteria, whichever is later, not to exceed 30 days prior to the receipt of the amendment by
the Iowa Medicaid enterprise provider services unit. Denial of an amendment may be appealed under
441—Chapter 7.

79.14(12) A provider that has not submitted a claim in the last 24 months will be sent a notice asking
if the provider wishes to continue participation. A provider that fails to reply to the notice within 30
calendar days of the date on the notice will be terminated as a provider. Providers that do not submit any
claims in 48 months will be terminated as providers without further notification.

79.14(13) Report of changes. The provider shall inform the lowa Medicaid enterprise of all pertinent
changes to enrollment information within 35 days of the change. Pertinent changes include, but are not
limited to, changes to the business entity name, individual provider name, tax identification number,
mailing address, telephone number, or any information required to be disclosed by subrule 79.14(3).

a. When a provider reports false, incomplete, or misleading information on any application or
reapplication, or fails to provide current information within the 35-day period, the lowa Medicaid
enterprise may immediately terminate the provider’s Medicaid enrollment. The termination may be
appealed under 441—Chapter 7. Such termination remains in effect notwithstanding any pending
appeal.

b.  When the department incurs an informational tax-reporting fine or is required to repay the
federal share of medical assistance paid to the provider because a provider submitted inaccurate
information or failed to submit changes to the lowa Medicaid enterprise in a timely manner, the fine or
repayment shall be the responsibility of the individual provider to the extent that the fine or repayment
relates to or arises out of the provider’s failure to keep all provider information current.

(1) The provider shall remit the amount of the fine or repayment to the department within 30 days
of notification by the department that the fine has been imposed.

(2) Payment of the fine or repayment may be appealed under 441—Chapter 7.

79.14(14) Provider termination or denial of enrollment. The Iowa Medicaid enterprise must
terminate or deny any provider enrollment when the provider has violated any requirements identified
in 42 CFR §455.416.

79.14(15) Temporary moratoria. The Iowa Medicaid enterprise must impose any temporary
moratorium pursuant to 2013 Iowa Acts, Senate File 357, section 12.

79.14(16) Provider revalidation. Providers are required to complete the application process and
screening requirements as detailed in this rule every five years.

79.14(17) Recoupment. A provider is strictly liable for any failure to disclose the information
required by subrule 79.14(3) or any failure to report a change required by subrule 79.14(13). The
department shall recoup as incorrectly paid all funds paid to the provider before a complete disclosure
or report of change was made. The department shall also recoup as incorrectly paid all funds to any
provider that billed the lowa Medicaid enterprise while the provider was administratively dissolved by
the Iowa secretary of state or comparable agency of another state, even if the provider subsequently
obtains a retroactive reinstatement from the Iowa secretary of state or similar action was taken against
the provider by a comparable agency of another state.

This rule is intended to implement lowa Code section 249A.4.
[ARC 9440B, IAB 4/6/11, effective 4/1/11; ARC 0198C, IAB 7/11/12, effective 7/1/12; ARC 0580C, IAB 2/6/13, effective 4/1/13;
ARC 1153C, TAB 10/30/13, effective 1/1/14]

441—79.15(249A) Education about false claims recovery. The provisions in this rule apply to any
entity that has received medical assistance payments totaling at least $5 million during a federal fiscal
year (ending on September 30). For entities whose payments reach this threshold, compliance with this
rule is a condition of receiving payments under the medical assistance program during the following
calendar year.

79.15(1) Policy requirements. Any entity whose medical assistance payments meet the threshold
shall:
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a.  Establish written policies for all employees of the entity and for all employees of any contractor
or agent of the entity, including management, which provide detailed information about:

(1) The False Claims Act established under Title 31, United States Code, Sections 3729 through
3733;

(2) Administrative remedies for false claims and statements established under Title 31, United
States Code, Chapter 38;

(3) Any state laws pertaining to civil or criminal penalties for false claims and statements;

(4) Whistle blower protections under the laws described in subparagraphs (1) to (3) with respect to
the role of these laws in preventing and detecting fraud, waste, and abuse in federal health care programs,
as defined in Title 42, United States Code, Section 1320a-7b(f); and

(5) The entity’s policies and procedures for detecting and preventing fraud, waste, and abuse.

b.  Include in any employee handbook a specific discussion of:

(1) The laws described in paragraph 79.15(1) “a”;

(2) The rights of employees to be protected as whistle blowers; and

(3) The entity’s policies and procedures for detecting and preventing fraud, waste, and abuse.

79.15(2) Reporting requirements.

a. Any entity whose medical assistance payments meet the specified threshold during a federal
fiscal year shall provide the following information to the lowa Medicaid enterprise by the following
December 31:

(1) Thename, address, and national provider identification numbers under which the entity receives
payment;

(2) Copies of written or electronic policies that meet the requirements of subrule 79.15(1); and

(3) A written description of how the policies are made available and disseminated to all employees
of the entity and to all employees of any contractor or agent of the entity.

b.  The information may be provided by:

(1) Mailing the information to the IME Program Integrity Unit, P.O. Box 36390, Des Moines, lowa
50315; or

(2) Faxing the information to (515)725-1354.

79.15(3) Enforcement. Any entity that fails to comply with the requirements of this rule shall be
subject to sanction under rule 441—79.2(249A), including probation, suspension or withholding of
payments, and suspension or termination from participation in the medical assistance program.

This rule is intended to implement Iowa Code section 249A.4 and Public Law 109-171, Section

6032,
[ARC 9440B, IAB 4/6/11, effective 4/1/11]

441—79.16(249A) Electronic health record incentive program. The department has elected to
participate in the electronic health record (EHR) incentive program authorized under Section 4201 of
the American Recovery and Reinvestment Act of 2009 (ARRA), Public Law No. 111-5. The electronic
health record incentive program provides incentive payments to eligible hospitals and professionals
participating in the lowa Medicaid program that adopt and successfully demonstrate meaningful use of
certified electronic health record technology.

79.16(1) State elections. In addition to the statutory provisions in ARRA Section 4201, the electronic
health record incentive program is governed by federal regulations at 42 CFR Part 495 as amended to
September 4, 2012. In compliance with the requirements of federal law, the department establishes the
following state options under the Iowa electronic health record incentive program:

a. For purposes of the term “hospital-based eligible professional (EP)” as set forth in 42 CFR
Section 495.4 as amended to September 4, 2012, the department elects the calendar year preceding the
payment year as the period used to gather data to determine whether or not an eligible professional is
“hospital-based” for purposes of the regulation.

b.  For purposes of calculating patient volume as required by 42 CFR Section 495.306 as amended
to September 4, 2012, the department has elected that eligible providers may use either:
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(1) The patient encounter methodology found in 42 CFR Section 495.306(c) as amended to
September 4, 2012, or

(2) The patient panel methodology found in 42 CFR Section 495.306(d) as amended to September
4,2012.

c¢.  For purposes of 42 CFR Section 495.310(g)(1)(i)(B) as amended to September 4, 2012, the
“12-month period selected by the state” shall mean the hospital fiscal year.

d. For purposes of 42 CFR Section 495.310(g)(2)(i) as amended to September 4, 2012, the
“12-month period selected by the state” shall mean the hospital fiscal year.

79.16(2) Eligible providers. To be deemed an “eligible provider” for the electronic health record
incentive program, a provider must satisfy the applicable criterion in each paragraph of this subrule:

a.  The provider must be currently enrolled as an lowa Medicaid provider.

b.  The provider must be one of the following:

(1) An eligible professional, listed as:

1. A physician,

2. A dentist,

3. A certified nurse midwife,

4. A nurse practitioner, or

5. A physician assistant practicing in a federally qualified health center or a rural health clinic
when the physician assistant is the primary provider, clinical or medical director, or owner of the site.

(2) Anacute care hospital, as defined in 42 CFR Section 495.302 as amended to September 4,2012.

(3) A children’s hospital, as defined in 42 CFR Section 495.302 as amended to September 4, 2012.

c.  For the year for which the provider is applying for an incentive payment:

(1) An acute care hospital must have 10 percent Medicaid patient volume.

(2) An eligible professional must have at least 30 percent of the professional’s patient volume
enrolled in Medicaid, except that:

1. A pediatrician must have at least 20 percent Medicaid patient volume. For purposes of this
subrule, a “pediatrician” is a physician who is board-certified in pediatrics by the American Board of
Pediatrics or the American Osteopathic Board of Pediatrics or who is eligible for board certification.

2. When a professional has at least 50 percent of patient encounters in a federally qualified health
center or rural health clinic, patients who were furnished services either at no cost or at a reduced cost
based on a sliding scale or ability to pay, patients covered by the HAWK-I program, and Medicaid
members may be counted to meet the 30 percent threshold.

79.16(3) Application and agreement. Any eligible provider that intends to participate in the lowa
electronic health record incentive program must declare the intent to participate by registering with the
CMS Registration and Attestation Web site, as developed by the Centers for Medicare and Medicaid
Services (CMS). CMS will notify the department of an eligible provider’s application for the incentive
payment.

a.  Upon receipt of an application for participation in the program, the department will contact the
applicant with instructions for accessing the lowa EHR Medicaid incentive payment administration Web
site at www.imeincentives.com. The applicant shall use the Web site to:

(1) Attest to the applicant’s qualifications to receive the incentive payment, and

(2) Digitally sign Form 470-4976, Iowa Electronic Health Record Incentive Program Provider
Agreement.

b.  For the second year of participation, eligible providers must submit meaningful use and
clinical quality measures to the department, either through attestation or electronically as required by
the department.

c¢.  The department shall verify the applicant’s eligibility, including patient volume and practice
type, and the applicant’s use of certified electronic health record technology.

79.16(4) Payment. The department shall issue the incentive payment only after confirming that all
eligibility and performance criteria have been satisfied. Payments will be processed and paid to the tax
identification number designated by the applicant. The department will communicate the payment or
denial of payment to the CMS Registration and Attestation Web site.
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a. The primary communication channel from the department to the provider will be the lowa
EHR Medicaid incentive payment administration Web site. If the department finds that the applicant
is ineligible or has failed to achieve the criteria necessary for the payment, the department shall notify
the provider through the Web site. Providers shall access the Web site to determine the status of their
payment, including whether the department denied payment and the reason for the denial.

b.  Providers must retain records supporting their eligibility for the incentive payment for a
minimum of six years. The department will select providers for audit after issuance of an incentive
payment. Incentive recipients shall cooperate with the department by providing proof of:

(1) Eligibility,

(2) Purchase of certified electronic health record technology, and

(3) Meaningful use of electronic health record technology.

79.16(5) Administrative appeal. Any eligible provider or any provider that claims to be an eligible
provider and who has been subject to an adverse action related to the Iowa electronic health record
incentive program may seek review of the department’s action pursuant to 441—Chapter 7. Appealable
issues include:

a. Provider eligibility determination.

b.  Incentive payments.

c¢.  Demonstration of adopting, implementing, upgrading and meaningful use of technology.

This rule is intended to implement lowa Code section 249A.4 and Public Law No. 111-5.
[ARC 9254B, 1AB 12/1/10, effective 1/1/11; ARC 9531B, IAB 6/1/11, effective 5/12/11; ARC 0824C, IAB 7/10/13, effective 9/1/13]

441—79.17(249A) 2013 reimbursement rate increases. Rescinded ARC 1056C, IAB 10/2/13,
effective 11/6/13.
[Filed March 11, 1970]

[Filed 6/25/76, Notice 5/17/76—published 7/12/76, effective 8/16/76]
[Filed 3/25/77, Notice 12/1/76—published 4/20/77, effective 5/25/77]
[Filed 6/10/77, Notice 5/4/77—published 6/29/77, effective 8/3/77]
[Filed 10/24/77, Notice 9/7/77—published 11/16/77, effective 12/21/77]
[Filed 12/6/77, Notice 10/19/77—published 12/28/77, effective 2/1/78]
[Filed 1/16/78, Notice 11/30/77—published 2/8/78, effective 4/1/78]
[Filed 8/9/78, Notice 6/28/78—published 9/6/78, effective 10/11/78]
[Filed 10/10/78, Notice 7/26/78—published 11/1/78, effective 12/6/78]
[Filed 3/30/79, Notice 2/21/79—published 4/18/79, effective 5/23/79]
[Filed 9/6/79, Notice 7/11/79—published 10/3/79, effective 11/7/79]
[Filed 12/5/79, Notice 10/3/79—published 12/26/79, effective 1/30/80]
[Filed emergency 6/30/80—published 7/23/80, effective 7/1/80]
[Filed 11/21/80, Notice 9/3/80—published 12/10/80, effective 1/14/81]
[Filed 3/24/81, Notice 2/4/81—published 4/15/81, effective 6/1/81]
[Filed emergency 4/23/81—published 5/13/81, effective 4/23/81]
[Filed 8/24/81, Notice 3/4/81—published 9/16/81, effective 11/1/81]
[Filed 1/28/82, Notice 11/11/81—published 2/17/82, effective 4/1/82]
[Filed emergency 3/26/82—published 4/14/82, effective 4/1/82]
[Filed emergency 5/21/82—published 6/9/82, effective 7/1/82]
[Filed 7/30/82, Notice 6/9/82—published 8/18/82, effective 10/1/82]
[Filed emergency 8/20/82 after Notice of 6/23/82—published 9/15/82, effective 10/1/82]
[Filed 11/19/82, Notice 9/29/82—published 12/8/82, effective 2/1/83]
[Filed 2/25/83, Notice 1/5/83—published 3/16/83, effective 5/1/83]
[Filed 5/20/83, Notice 3/30/83—published 6/8/83, effective 8/1/83]
[Filed emergency 6/17/83—published 7/6/83, effective 7/1/83]
[Filed emergency 10/7/83—published 10/26/83, effective 11/1/83]
[Filed without Notice 10/7/83—published 10/26/83, effective 12/1/83]
[Filed emergency 10/28/83—published 11/23/83, effective 12/1/83]
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[Filed emergency 11/18/83—published 12/7/83, effective 12/1/83]
[Filed 11/18/83, Notice 10/12/83—published 12/7/83, effective 2/1/84]
[Filed 1/13/84, Notice 11/23/84—published 2/1/84, effective 3/7/84]
[Filed 2/10/84, Notice 12/7/83—published 2/29/84, effective 5/1/84]
[Filed emergency 6/15/84—published 7/4/84, effective 7/1/84]

[Filed 6/15/84, Notice 5/9/84—published 7/4/84, effective 9/1/84]

[Filed emergency after Notice 11/1/84, Notice 7/18/84—published 11/21/84, effective 11/1/84]
[Filed 4/29/85, Notice 2/27/85—published 5/22/85, effective 7/1/85]
[Filed emergency 6/14/85—published 7/3/85, effective 7/1/85]

[Filed 8/23/85, Notice 7/3/85—published 9/11/85, effective 11/1/85]
[Filed emergency 10/1/85—published 10/23/85, effective 11/1/85]
[Filed without Notice 10/1/85—published 10/23/85, effective 12/1/85]
[Filed emergency 12/2/85—published 12/18/85, effective 1/1/86]

[Filed 12/2/85, Notice 10/9/85—published 12/18/85, effective 2/1/86]
[Filed 12/2/85, Notice 10/23/85—published 12/18/85, effective 2/1/86]
[Filed 1/22/86, Notice 12/4/85—published 2/12/86, effective 4/1/86]
[Filed 2/21/86, Notices 12/18/85, 1/15/86—published 3/12/86, effective 5/1/86]
[Filed emergency 6/26/86—published 7/16/86, effective 7/1/86]

[Filed 10/17/86, Notice 8/27/86—published 11/5/86, effective 1/1/87]
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]

[Filed 3/3/87, Notice 12/31/86—published 3/25/87, effective 5/1/87]
[Filed 4/29/87, Notice 3/11/87—published 5/20/87, effective 7/1/87]
[Filed emergency 6/19/87—published 7/15/87, effective 7/1/87]

[Filed 7/24/87, Notice 5/20/87—published 8/12/87, effective 10/1/87]
[Filed emergency 8/28/87—published 9/23/87, effective 9/1/87]

[Filed 10/23/87, Notice 7/15/87—published 11/18/87, effective 1/1/88]
[Filed 10/23/87, Notice 8/26/87—published 11/18/87, effective 1/1/88]
[Filed without Notice 11/25/87—published 12/16/87, effective 2/1/88]
[Filed 11/30/87, Notice 10/7/87—published 12/16/87, effective 2/1/88]
[Filed 12/10/87, Notice 10/21/87—published 12/30/87, effective 3/1/88]'
[Filed 1/21/88, Notice 12/16/87—published 2/10/88, effective 4/1/88]
[Filed emergency 4/28/88 after Notice 3/23/88—published 5/18/88, effective 6/1/88]
[Filed emergency 6/9/88—published 6/29/88, effective 7/1/88]°
[Filed 9/2/88, Notice 6/29/88—published 9/21/88, effective 11/1/88]
[Filed emergency 10/28/88—published 11/16/88, effective 11/1/88]
[Filed emergency 11/23/88 after Notices 7/13/88, 9/21/88—published 12/14/88, effective 12/1/88,
1/1/89]

[Filed emergency 12/22/88 after Notice of 11/16/88—published 1/11/89, effective 1/1/89]
[Filed 12/22/88, Notices 11/16/88%°—published 1/11/89, effective 3/1/89]
[Filed emergency 6/9/89—published 6/28/89, effective 7/1/89]

[Filed 7/14/89, Notice 4/19/89—published 8/9/89, effective 10/1/89]

[Filed 8/17/89, Notice 6/28/89—published 9/6/89, effective 11/1/89]

[Filed 9/15/89, Notice 8/9/89—published 10/4/89, effective 12/1/89]

[Filed emergency 1/10/90 after Notice of 10/4/89—published 1/10/90, effective 1/1/90]
[Filed 1/17/90, Notice 8/23/90—published 2/7/90, effective 4/ 1/90]2
[Filed emergency 2/14/90—published 3/7/90, effective 4/1/90]

[Filed 4/13/90, Notices 2/21/90, 3/7/90—published 5/2/90, effective 7/1/90]
[Filed 4/13/90, Notice 11/29/89—published 5/2/90, effective 8/1/90]

[Filed emergency 5/11/90—published 5/30/90, effective 6/1/90]

[Filed 5/11/90, Notice 4/4/90—published 5/30/90, effective 8/1/90]

[Filed emergency 6/14/90 after Notice 5/2/90—published 7/11/90, effective 7/1/90]
[Filed emergency 6/20/90—published 7/11/90, effective 7/1/90]
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[Filed 7/13/90, Notice 5/30/90—published 8/8/90, effective 10/1/90]
[Filed 8/16/90, Notices 7/11/90°—published 9/5/90, effective 11/1/90]
[Filed 10/12/90, Notice 8/8/90—published 10/31/90, effective 2/1/91]

[Filed emergency 1/17/91 after Notice 11/28/90—published 2/6/91, effective 2/1/91]
[Filed emergency 1/17/91—published 2/6/91, effective 2/1/91]
[Filed 1/17/91, Notices 11/14/90, 11/28/90—published 2/6/91, effective 4/1/91]
[Filed emergency 2/22/91—published 3/20/91, effective 3/1/91]
[Filed 3/14/91, Notice 2/6/91—published 4/3/91, effective 6/1/91]
[Filed 5/17/91, Notice 4/3/91—published 6/12/91, effective 8/1/91]
[Filed emergency 6/14/91—published 7/10/91, effective 7/1/91]

[Filed 6/14/91, Notices 3/20/91, 5/1/91—published 7/10/91, effective 9/1/91]3

[Filed 7/10/91, Notice 5/29/91—published 8/7/91, effective 10/1/91]

[Filed emergency 9/18/91 after Notice 7/24/91—published 10/16/91, effective 10/1/91]
[Filed 9/18/91, Notices 7/10/91, 7/24/91—published 10/16/91, effective 12/1/91]
[Filed 12/11/91, Notice 10/16/91—published 1/8/92, effective 3/1/92]

[Filed 12/11/91, Notice 10/30/91—published 1/8/92, effective 3/1/92]

[Filed emergency 1/16/92 after Notice 11/27/91—published 2/5/92, effective 3/ 1/92]4
[Filed 2/13/92, Notice 1/8/92—published 3/4/92, effective 4/8/92]

[Filed emergency 4/15/92—published 5/13/92, effective 4/16/92]

[Filed emergency 5/13/92 after Notice 4/1/92—published 6/10/92, effective 5/14/92]
[Filed emergency 6/12/92—published 7/8/92, effective 7/1/92]

[Filed 6/11/92, Notices 3/18/92, 4/29/92—published 7/8/92, effective 9/1/92]
[Filed without Notice 6/11/92—published 7/8/92, effective 9/1/92]

[Filed 8/14/92, Notice 7/8/92—published 9/2/92, effective 11/1/92]

[Filed emergency 9/11/92—published 9/30/92, effective 10/1/92]

[Filed 9/11/92, Notice 7/8/92—published 9/30/92, effective 12/1/92]

[Filed 10/15/92, Notice 8/19/92—published 11/11/92, effective 1/1/93]
[Filed 11/10/92, Notice 9/30/92—published 12/9/92, effective 2/1/93]

[Filed emergency 12/30/92 after Notice 11/25/92—published 1/20/93, effective 1/1/93]
[Filed 1/14/93, Notice 11/11/92—published 2/3/93, effective 4/1/93]

[Filed 3/11/93, Notice 1/20/93—published 3/31/93, effective 6/1/93]

[Filed 4/15/93, Notice 3/3/93—published 5/12/93, effective 7/1/93]

[Filed emergency 5/14/93 after Notice 3/31/93—published 6/9/93, effective 6/1/93]
[Filed 5/14/93, Notice 3/31/93—published 6/9/93, effective 8/1/93]

[Filed emergency 6/11/93—published 7/7/93, effective 7/1/93]

[Filed 6/11/93, Notice 4/28/93—published 7/7/93, effective 9/1/93]

[Filed emergency 6/25/93—published 7/21/93, effective 7/1/93]

[Filed emergency 7/13/93 after Notice 5/12/93—published 8/4/93, effective 8/1/93]
[Filed without Notice 8/12/93—published 9/1/93, effective 11/1/93]

[Filed 8/12/93, Notices 4/28/93, 7/7/93—published 9/1/93, effective 11/1/93]
[Filed 9/17/93, Notice 7/21/93—published 10/13/93, effective 12/1/93]
[Filed 10/14/93, Notice 8/18/93—published 11/10/93, effective 1/1/94]
[Filed 11/12/93, Notice 9/29/93—published 12/8/93, effective 2/1/94]

[Filed 12/16/93, Notice 9/1/93—published 1/5/94, effective 3/1/94]

[Filed 1/12/94, Notice 11/10/93—published 2/2/94, effective 4/1/94]

[Filed 3/10/94, Notices 1/19/94, 2/2/94—published 3/30/94, effective 6/1/94]°
[Filed emergency 6/16/94—published 7/6/94, effective 7/1/94]

[Filed 9/15/94, Notice 7/6/94—published 10/12/94, effective 12/1/94]

[Filed 11/9/94, Notice 9/14/94—published 12/7/94, effective 2/1/95]

[Filed 12/15/94, Notices 10/12/94, 11/9/94—published 1/4/95, effective 3/1/95]
[Filed 3/20/95, Notice 2/1/95—published 4/12/95, effective 6/1/95]

[Filed 5/11/95, Notice 3/29/95—published 6/7/95, effective 8/1/95]
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[Filed emergency 6/7/95—published 7/5/95, effective 7/1/95]

[Filed 8/10/95, Notice 7/5/95—published 8/30/95, effective 11/1/95]
[Filed 11/16/95, Notices 8/2/95, 9/27/95—published 12/6/95, effective 2/1/96]°
[Filed 5/15/96, Notice 2/14/96—published 6/5/96, effective 8/1/96]
[Filed emergency 6/13/96—published 7/3/96, effective 7/1/96]

[Filed 7/10/96, Notice 6/5/96—published 7/31/96, effective 10/1/96]
[Filed 8/15/96, Notice 7/3/96—published 9/11/96, effective 11/1/96]
[Filed 9/17/96, Notice 7/31/96—published 10/9/96, effective 12/1/96]
[Filed 11/13/96, Notice 9/11/96—published 12/4/96, effective 2/1/97]
[Filed 2/12/97, Notice 12/18/96—published 3/12/97, effective 5/1/97]
[Filed 3/12/97, Notices 1/1/97, 1/29/97—published 4/9/97, effective 6/1/97]
[Filed 4/11/97, Notice 2/12/97—published 5/7/97, effective 7/1/97]
[Filed emergency 5/14/97 after Notice 3/12/97—published 6/4/97, eftective 7/1/97]
[Filed emergency 6/12/97—published 7/2/97, effective 7/1/97]

[Filed 6/12/97, Notice 4/23/97—published 7/2/97, effective 9/1/97]
[Filed 9/16/97, Notice 7/2/97—published 10/8/97, effective 12/1/97]
[Filed emergency 11/12/97—published 12/3/97, effective 11/12/97]
[Filed 11/12/97, Notice 9/10/97—published 12/3/97, effective 2/1/98]
[Filed 1/14/98, Notices 11/19/97, 12/3/97—published 2/11/98, effective 4/1/98]
[Filed 3/11/98, Notice 1/14/98—published 4/8/98, effective 6/1/98]
[Filed 4/8/98, Notice 2/11/98—published 5/6/98, effective 7/1/98]

[Filed emergency 6/10/98—published 7/1/98, effective 7/1/98]

[Filed 8/12/98, Notice 7/1/98—published 9/9/98, effective 11/1/98]
[Filed 9/15/98, Notice 7/15/98—published 10/7/98, effective 12/1/98]
[Filed 11/10/98, Notice 9/23/98—published 12/2/98, effective 2/1/99]
[Filed 1/13/99, Notice 11/4/98—published 2/10/99, effective 4/1/99]
[Filed 2/10/99, Notice 12/16/98—published 3/10/99, effective 5/1/99]
[Filed 4/15/99, Notice 2/10/99—published 5/5/99, effective 7/1/99]
[Filed emergency 6/10/99—published 6/30/99, effective 7/1/99]

[Filed 6/10/99, Notice 5/5/99—published 6/30/99, effective 9/1/99]
[Filed 7/15/99, Notice 5/19/99—published 8/11/99, effective 10/1/99]
[Filed 8/12/99, Notice 6/30/99—published 9/8/99, effective 11/1/99]
[Filed 11/10/99, Notice 9/22/99—published 12/1/99, effective 2/1/00]
[Filed 4/12/00, Notice 2/9/00—published 5/3/00, effective 7/1/00]

[Filed emergency 6/8/00—published 6/28/00, effective 7/1/00]

[Filed 6/8/00, Notice 4/19/00—published 6/28/00, effective 8/2/00]
[Filed 8/9/00, Notice 6/14/00—published 9/6/00, effective 11/1/00]
[Filed emergency 9/12/00 after Notice 7/26/00—published 10/4/00, effective 10/1/00]
[Filed 9/12/00, Notice 6/14/00—published 10/4/00, effective 12/1/00]
[Filed 10/11/00, Notice 8/23/00—published 11/1/00, effective 1/1/01]
[Filed 11/8/00, Notice 9/20/00—published 11/29/00, effective 2/1/01]
[Filed emergency 12/14/00 after Notice 9/20/00—published 1/10/01, effective 1/1/01]
[Filed 12/14/00, Notice 11/1/00—published 1/10/01, effective 3/1/01]
[Filed 2/14/01, Notice 12/13/00—published 3/7/01, effective 5/1/01]
[Filed 5/9/01, Notice 4/4/01—published 5/30/01, effective 8/1/01]

[Filed emergency 6/13/01 after Notice 4/18/01—published 7/11/01, effective 7/1/01]
[Filed emergency 6/13/01—published 7/11/01, effective 7/1/011°
[Filed 6/13/01, Notice 4/18/01—published 7/11/01, effective 9/1/01]
[Filed 7/11/01, Notice 5/16/01—published 8/8/01, effective 10/1/01]
[Filed 9/11/01, Notice 7/11/01—published 10/3/01, effective 12/1/01]
[Filed 10/10/01, Notice 8/22/01—published 10/31/01, effective 1/1/02]°
[Filed 11/14/01, Notice 10/3/01—published 12/12/01, effective 2/1/02]
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[Filed emergency 1/9/02 after Notice 11/14/01—published 2/6/02, effective 2/1/02]
[Filed emergency 1/16/02—published 2/6/02, effective 2/1/02]’
[Filed 3/13/02, Notice 1/23/02—published 4/3/02, effective 6/1/02]
[Filed emergency 4/12/02—published 5/1/02, effective 4/12/02]
[Filed 4/10/02, Notice 1/9/02—published 5/1/02, effective 7/1/02]
[Filed 4/10/02, Notice 2/6/02—published 5/1/02, effective 7/1/02]
[Filed 7/15/02, Notice 5/1/02—published 8/7/02, effective 10/ 1/02]6
[Filed 7/15/02, Notice 5/29/02—published 8/7/02, effective 10/1/02]
[Filed 8/15/02, Notice 6/12/02—published 9/4/02, effective 11/1/02]
[Filed 8/15/02, Notice 6/26/02—published 9/4/02, effective 11/1/02]
[Filed emergency 9/12/02—published 10/2/02, effective 9/12/02]
[Filed emergency 11/18/02—published 12/11/02, effective 12/1/02]

[Filed 11/18/02, Notice 10/2/02—published 12/11/02, effective 2/1/03]
[Filed emergency 12/12/02 after Notice 10/16/02—published 1/8/03, effective 1/1/03]
[Filed 2/13/03, Notice 12/11/02—published 3/5/03, effective 5/1/03]

[Filed 5/16/03, Notice 4/2/03—published 6/11/03, effective 7/16/03]°
[Filed emergency 6/12/03—published 7/9/03, effective 7/1/031°
[Filed 9/22/03, Notice 7/9/03—published 10/15/03, effective 12/1/03]°
[Filed 10/10/03, Notice 8/20/03—published 10/29/03, effective 1/1/04]
[Filed 3/11/04, Notice 1/21/04—published 3/31/04, effective 6/1/04]

[Filed emergency 6/14/04 after Notice 4/28/04—published 7/7/04, eftective 7/1/04]
[Filed emergency 6/14/04—published 7/7/04, effective 7/1/04]°
[Filed 8/12/04, Notice 6/23/04—published 9/1/04, effective 11/1/04]

[Filed 9/23/04, Notice 7/7/04—published 10/13/04, effective 11/17/04]°
[Filed emergency 4/15/05—published 5/11/05, effective 5/1/05]

[Filed without Notice 5/4/05—published 5/25/05, effective 7/1/05]

[Filed emergency 6/17/05—published 7/6/05, effective 6/25/05]

[Filed emergency 6/17/05—published 7/6/05, effective 7/1/05]°
[Filed emergency 9/21/05—published 10/12/05, effective 10/1/05]

[Filed emergency 10/21/05 after Notice 7/6/05—published 11/9/05, effective 10/21/05]
[Filed 10/21/05, Notices 5/11/05 and 7/6/05°—published 11/9/05, effective 12/14/05]
[Filed 10/21/05, Notice 7/6/05—published 11/9/05, effective 12/14/05]
[Filed 3/10/06, Notice 10/12/05—published 3/29/06, effective 5/3/06]

[Filed 4/17/06, Notice 2/15/06—published 5/10/06, eftective 7/1/06]

[Filed emergency 6/16/06—published 7/5/06, effective 7/1/06]

[Filed 6/16/06, Notice 4/26/06—published 7/5/06, effective 9/1/06]

[Filed emergency 8/10/06 after Notice 3/15/06—published 8/30/06, effective 10/1/06]
[Filed 8/10/06, Notice 2/15/06—published 8/30/06, effective 11/1/06]

[Filed emergency 9/14/06—published 10/11/06, effective 10/1/06]

[Filed 9/19/06, Notice 7/5/06—published 10/11/06, effective 11/16/06]
[Filed emergency 10/12/06 after Notice 8/30/06—published 11/8/06, effective 11/1/06]
[Filed emergency 12/13/06—published 1/3/07, effective 1/1/07]

[Filed 2/15/07, Notice 12/20/06—published 3/14/07, effective 5/1/07]

[Filed emergency 3/14/07 after Notice 1/3/07—published 4/11/07, effective 4/1/07]
[Filed 3/14/07, Notice 10/11/06—published 4/11/07, effective 5/16/07]
[Filed 7/12/07, Notice 5/23/07—published 8/1/07, effective 9/5/07]

[Filed emergency 8/9/07 after Notice 7/4/07—published 8/29/07, effective 8/10/07]
[Filed 8/9/07, Notice 7/4/07—published 8/29/07, effective 10/3/07]

[Filed 8/9/07, Notice 6/20/07—published 8/29/07, effective 11/1/07]

[Filed 9/12/07, Notice 7/4/07—published 10/10/07, effective 11/14/07]
[Filed emergency 10/10/07—published 11/7/07, effective 10/10/07]

[Filed 1/9/08, Notice 11/7/07—published 1/30/08, effective 3/5/08]
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[Filed 1/9/08, Notice 11/7/07—published 1/30/08, effective 4/1/08]

[Filed emergency 5/14/08 after Notice 3/26/08—published 6/4/08, effective 6/1/08]
[Filed emergency 6/11/08 after Notice 3/12/08—published 7/2/08, effective 7/1/08]
[Filed emergency 6/12/08—published 7/2/08, effective 7/1/08]

[Filed 9/17/08, Notice 7/2/08—published 10/8/08, effective 11/12/08]

[Filed emergency 10/14/08 after Notice 7/16/08—published 11/5/08, effective 12/1/08]
[Filed 12/11/08, Notice 10/22/08—published 1/14/09, eftective 3/1/09]

[Filed ARC 7835B (Notice ARC 7627B, IAB 3/11/09), IAB 6/3/09, eftective 7/8/09]
[Filed Emergency ARC 7937B, IAB 7/1/09, effective 7/1/09]

[Filed Emergency After Notice ARC 7957B (Notice ARC 7631B, IAB 3/11/09; Amended Notice ARC
7732B, IAB 4/22/09), IAB 7/15/09, effective 7/1/09]’

[Filed ARC 8205B (Notice ARC 7827B, IAB 6/3/09), IAB 10/7/09, effective 11/11/09]
[Filed ARC 8206B (Notice ARC 7938B, IAB 7/1/09), IAB 10/7/09, effective 11/11/09]
[Filed ARC 8262B (Notice ARC 8084B, IAB 8/26/09), IAB 11/4/09, effective 12/9/09]
[Filed ARC 8263B (Notice ARC 8059B, IAB 8/26/09), IAB 11/4/09, effective 12/9/09]
[Filed Emergency ARC 8344B, IAB 12/2/09, effective 12/1/09]

[Filed Emergency ARC 8647B, IAB 4/7/10, effective 3/11/10]

[Filed Emergency ARC 8649B, 1AB 4/7/10, effective 3/11/10]

[Filed Emergency After Notice ARC 8643B (Notice ARC 8345B, IAB 12/2/09), IAB 4/7/10, effective
3/11/10]

[Filed Emergency ARC 8894B, IAB 6/30/10, effective 7/1/10]

[Filed Emergency ARC 8899B, IAB 6/30/10, effective 7/1/10]

[Filed Emergency ARC 9046B, IAB 9/8/10, effective 8/12/10]

[Filed ARC 9127B (Notice ARC 8896B, 1AB 6/30/10), IAB 10/6/10, effective 11/10/10]
[Filed Emergency ARC 9134B, IAB 10/6/10, effective 10/1/10]

[Filed Emergency ARC 9132B, IAB 10/6/10, effective 11/1/10]

[Filed ARC 9176B (Notice ARC 8900B, IAB 6/30/10), IAB 11/3/10, effective 12/8/10]
[Filed Emergency ARC 9254B, IAB 12/1/10, effective 1/1/11]

[Filed ARC 9316B (Notice ARC 9133B, IAB 10/6/10), IAB 12/29/10, effective 2/2/11]
[Filed ARC 9403B (Notice ARC 9170B, IAB 10/20/10), IAB 3/9/11, effective 5/1/11]
[Filed Emergency After Notice ARC 9440B (Notice ARC 9276B, IAB 12/15/10), IAB 4/6/11,
effective 4/1/11]

[Filed ARC 9487B (Notice ARC 9399B, IAB 2/23/11), IAB 5/4/11, effective 7/1/11]
[Filed Emergency After Notice ARC 9531B (Notice ARC 9431B, IAB 3/23/11), IAB 6/1/11, effective
5/12/11]

[Filed ARC 9588B (Notice ARC 9367B, IAB 2/9/11; Amended Notice ARC 9448B, IAB 4/6/11),
IAB 6/29/11, effective 9/1/11]

[Filed Emergency ARC 9706B, IAB 9/7/11, effective 8/17/11]

[Filed Emergency ARC 9708B, IAB 9/7/11, effective 8/17/11]

[Filed Emergency ARC 9710B, IAB 9/7/11, effective 8/17/11]

[Filed Emergency ARC 9704B, IAB 9/7/11, effective 9/1/11]

[Filed Emergency ARC 9712B, IAB 9/7/11, effective 9/1/11]

[Filed Emergency ARC 9714B, IAB 9/7/11, effective 9/1/11]

[Filed Emergency ARC 9719B, IAB 9/7/11, effective 9/1/11]

[Filed Emergency ARC 9722B, IAB 9/7/11, effective 9/1/11]

[Filed ARC 9884B (Notice ARC 9705B, IAB 9/7/11), IAB 11/30/11, effective 1/4/12]
[Filed ARC 9886B (Notice ARC 9713B, IAB 9/7/11), IAB 11/30/11, effective 1/4/12]
[Filed ARC 9887B (Notice ARC 9715B, IAB 9/7/11), IAB 11/30/11, effective 1/4/12]
[Filed ARC 9958B (Notice ARC 9707B, IAB 9/7/11), IAB 1/11/12, effective 2/15/12]
[Filed ARC 9959B (Notice ARC 9721B, IAB 9/7/11), IAB 1/11/12, effective 2/15/12]
[Filed ARC 9960B (Notice ARC 9723B, IAB 9/7/11), IAB 1/11/12, effective 2/15/12]
[Filed Emergency ARC 9996B, IAB 2/8/12, effective 1/19/12]
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[Filed ARC 0028C (Notice ARC 9711B, IAB 9/7/11), IAB 3/7/12, effective 4/11/12]
[Filed ARC 0029C (Notice ARC 9709B, IAB 9/7/11), IAB 3/7/12, effective 4/11/12]
[Nullified amendment editorially removed, IAC Supplement 5/16/12]"
[Filed Emergency ARC 0191C, IAB 7/11/12, effective 7/1/12]
[Filed Emergency ARC 0194C, IAB 7/11/12, effective 7/1/12]
[Filed Emergency ARC 0196C, IAB 7/11/12, effective 7/1/12]
[Filed Emergency After Notice ARC 0198C (Notice ARC 0117C, IAB 5/2/12), IAB 7/11/12, effective
7/1/12]
[Filed ARC 0358C (Notice ARC 0231C, IAB 7/25/12), IAB 10/3/12, effective 11/7/12]
[Filed ARC 0359C (Notice ARC 0193C, IAB 7/11/12), IAB 10/3/12, effective 12/1/12]
[Filed ARC 0354C (Notice ARC 0195C, IAB 7/11/12), IAB 10/3/12, effective 12/1/12]
[Filed ARC 0355C (Notice ARC 0197C, 1AB 7/11/12), IAB 10/3/12, effective 12/1/12]
[Filed ARC 0360C (Notice ARC 0203C, IAB 7/11/12), IAB 10/3/12, effective 12/1/12]
[Filed ARC 0485C (Notice ARC 0259C, 1AB 8/8/12), IAB 12/12/12, effective 2/1/13]
[Filed ARC 0545C (Notice ARC 0366C, IAB 10/3/12), IAB 1/9/13, effective 3/1/13]
[Filed Emergency ARC 0548C, IAB 1/9/13, effective 1/1/13]
[Filed ARC 0580C (Notice ARC 0434C, IAB 10/31/12), IAB 2/6/13, effective 4/1/13]
[Filed ARC 0581C (Notice ARC 0436C, IAB 10/31/12), IAB 2/6/13, effective 4/1/13]
[Filed Emergency ARC 0585C, IAB 2/6/13, effective 1/9/13]
[Filed ARC 0665C (Notice ARC 0547C, IAB 1/9/13), IAB 4/3/13, eftective 6/1/13]
[Filed ARC 0708C (Notice ARC 0568C, IAB 1/23/13), IAB 5/1/13, effective 7/1/13]
[Filed ARC 0711C (Notice ARC 0570C, IAB 1/23/13), IAB 5/1/13, effective 7/1/13]
[Filed ARC 0712C (Notice ARC 0569C, IAB 1/23/13), IAB 5/1/13, effective 7/1/13]
[Filed ARC 0710C (Notice ARC 0588C, IAB 2/6/13), IAB 5/1/13, eftective 7/1/13]
[Filed ARC 0713C (Notice ARC 0584C, IAB 2/6/13), IAB 5/1/13, eftective 7/1/13]
[Filed ARC 0757C (Notice ARC 0615C, 1AB 2/20/13), IAB 5/29/13, effective 8/1/13]
[Filed ARC 0823C (Notice ARC 0649C, IAB 3/20/13), IAB 7/10/13, effective 9/1/13]
[Filed ARC 0824C (Notice ARC 0669C, IAB 4/3/13), IAB 7/10/13, effective 9/1/13]
[Filed Emergency After Notice ARC 0838C (Notice ARC 0667C, IAB 4/3/13; Amended Notice ARC
0748C, 1AB 5/15/13), IAB 7/24/13, effective 7/1/13]
[Filed Emergency ARC 0840C, IAB 7/24/13, effective 7/1/13]
[Filed Emergency ARC 0842C, IAB 7/24/13, effective 7/1/13]
[Filed Emergency ARC 0848C, IAB 7/24/13, effective 7/1/13]
[Filed Emergency ARC 0864C, IAB 7/24/13, effective 7/1/13]
[Filed ARC 0994C (Notice ARC 0789C, IAB 6/12/13), IAB 9/4/13, effective 11/1/13]
[Filed Emergency After Notice ARC 1071C (Notice ARC 0887C, IAB 7/24/13), IAB 10/2/13,
effective 10/1/13]
Filed ARC 1058C (Notice ARC 0863C, IAB 7/24/13), IAB 10/2/13, effective 11/6/13]
Filed ARC 1057C (Notice ARC 0839C, IAB 7/24/13), IAB 10/2/13, effective 11/6/13]
Filed ARC 1056C (Notice ARC 0841C, IAB 7/24/13), IAB 10/2/13, effective 11/6/13]
Filed ARC 1051C (Notice ARC 0847C, 1AB 7/24/13), IAB 10/2/13, effective 11/6/13]
[Filed ARC 1150C (Notice ARC 0918C, IAB 8/7/13), IAB 10/30/13, effective 1/1/14]
[Filed ARC 1152C (Notice ARC 0910C, IAB 8/7/13), IAB 10/30/13, effective 1/1/14]
[Filed ARC 1154C (Notice ARC 0919C, 1AB 8/7/13), IAB 10/30/13, effective 1/1/14]
]
]

— ———

[Filed ARC 1155C (Notice ARC 0912C, TIAB 8/7/13), IAB 10/30/13, effective 1/1/14
[Filed ARC 1153C (Notice ARC 0917C, IAB 8/7/13), IAB 10/30/13, effective 1/1/14
[Filed ARC 1481C (Notice ARC 1391C, IAB 4/2/14), IAB 6/11/14, effective 8/1/14]
[Filed Emergency ARC 1519C, IAB 7/9/14, effective 7/1/14]
[Filed Emergency ARC 1521C, IAB 7/9/14, effective 7/1/14]

®  Two or more ARCs
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' Effective date of 79.1(2) and 79.1(5)“¢” delayed 70 days by the Administrative Rules Review Committee at its January 1988,
meeting.

2 Effective date of 4/1/90 delayed 70 days by the Administrative Rules Review Committee at its March 12, 1990, meeting; delay

lifted by this Committee, effective May 11, 1990.

Effective date of subrule 79.1(13) delayed until adjournment of the 1992 Sessions of the General Assembly by the Administrative

Rules Review Committee at its meeting held July 12, 1991.

Effective date of 3/1/92 delayed until adjournment of the 1992 General Assembly by the Administrative Rules Review Committee

at its meeting held February 3, 1992.

At a special meeting held January 24, 2002, the Administrative Rules Review Committee voted to delay until adjournment of the

2002 Session of the General Assembly the effective date of amendments published in the February 6, 2002, lowa Administrative

Bulletin as ARC 1365B.

Effective date of October 1, 2002, delayed 70 days by the Administrative Rules Review Committee at its meeting held September

10, 2002. At its meeting held November 19, 2002, the Committee voted to delay the effective date until adjournment of the 2003

Session of the General Assembly.

7 July 1, 2009, effective date of amendments to 79.1(1)“d, ” 79.1(2), and 79.1(24) “a (1) delayed 70 days by the Administrative
Rules Review Committee at a special meeting held June 25, 2009.

8 See HIR 2008 of 2012 Session of the Eighty-fourth General Assembly regarding nullification of amendment to 79.1(7)“b”
(ARC 9959B, IAB 1/11/12).
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CHAPTER 156

PAYMENTS FOR FOSTER CARE
[Prior to 7/1/83, Social Services[770] Ch 137]
[Previously appeared as Ch 137—renumbered IAB 2/29/84]
[Prior to 2/11/87, Human Services[498]]

441—156.1(234) Definitions.

“Child welfare services” means age-appropriate activities to maintain a child’s connection to the
child’s family and community, to promote reunification or other permanent placement, and to facilitate
a child’s transition to adulthood.

“Cost of foster care” means the maintenance and supervision costs of foster family care, the
maintenance costs and child welfare service costs of group care, and the maintenance and service costs
of supervised apartment living and shelter care. The cost for foster family care supervision and for
supervised apartment living services provided directly by the department caseworker shall be $250 per
month. When using this average monthly charge results in unearned income or parental liability being
collected in excess of the cost of foster care, the excess funds shall be placed in the child’s escrow
account. The cost for supervised apartment living services purchased from a private provider shall be
the actual costs paid by the department.

“Department” means the lowa department of human services.

“Director” means the director of the child support recovery unit of the department or the director’s
designee.

“Earned income” means income in the form of a salary, wages, tips, bonuses, commissions earned
as an employee, income from job corps or profit from self-employment.

“Escrow account” means an interest bearing account in a bank or savings and loan association which
is maintained by the department in the name of a particular child.

“Family foster care supervision” means the support, assistance, and oversight provided by
department caseworkers to children in family foster care and directed toward achievement of the child’s
permanency plan goals.

“Foster care” means substitute care furnished on a 24-hour-a-day basis to an eligible child in a
licensed or approved facility by a person or agency other than the child’s parent or guardian but does not
include care provided in a family home through an informal arrangement for a period of 20 days or less.
Child foster care shall include but is not limited to the provision of food, lodging, training, education,
supervision and health care.

“Foster family care” means foster care provided by a foster family licensed by the department
according to 441—Chapter 113 or licensed or approved by the placing state. The care includes the
provision of food, lodging, clothing, transportation, recreation, and training that is appropriate for the
child’s age and mental and physical capacity.

“Group care maintenance”’ means food, clothing, shelter, school supplies, personal incidentals, daily
care, general parenting, discipline, and supervision of children to ensure their well-being and safety, and
administration of maintenance items provided in a group care facility.

“Income” means earned and unearned income.

“Mental health professional” means a person who meets all of the following conditions:

1. Holds at least a master’s degree in a mental health field including, but not limited to, psychology,
counseling and guidance, psychiatric nursing and social work; or is a doctor of medicine or osteopathic
medicine; and

2. Holds a current Iowa license when required by the lowa professional licensure laws (such as
a psychiatrist, a psychologist, a marital and family therapist, a mental health counselor, an advanced
registered nurse practitioner, a psychiatric nurse, or a social worker); and

3. Has at least two years of postdegree experience supervised by a mental health professional
in assessing mental health problems, mental illness, and service needs and in providing mental health
services.

“Mental retardation professional” means a psychologist, physician, registered nurse, educator,
social worker, physical or occupational therapist, speech therapist or audiologist who meets the
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educational requirements for the profession, as required in the state of lowa, and has one year of
experience working with persons with mental retardation.

“Parent” means the biological or adoptive parent of the child.

“Parental liability” means a parent’s liability for the support of a child during the period of foster
care placement. Liability shall be determined pursuant to 441—Chapter 99, Division 1.

“Physician” means a licensed medical or osteopathic doctor as defined in rule 441—77.1(249A).

“Service area manager” means the department employee or designee responsible for managing
department offices within a department service area and for implementing policies and procedures of the
department.

“Special needs child” means a child with needs for emotional care, behavioral care, or physical and
personal care which require additional skill, knowledge, or responsibility on the part of the foster parents,
as measured by Form 470-4401, Foster Child Behavioral Assessment. See subrule 156.6(4).

“Unearned income” means any income which is not earned income and includes supplemental
security income (SSI) and other funds available to a child residing in a foster care placement.

This rule is intended to implement lowa Code section 234.39.
[ARC 7606B, IAB 3/11/09, effective 5/1/09; ARC 7741B, IAB 5/6/09, effective 7/1/09; ARC 8010B, IAB 7/29/09, effective 10/1/09]

441—156.2(234) Foster care recovery. The department shall recover the cost of foster care provided
by the department pursuant to the rules in this chapter and the rules in 441—Chapter 99, Division I,
which establishes policies and procedures for the computation and collection of parental liability.

156.2(1) Funds shall be applied to the cost of foster care in the following order and each source
exhausted before utilizing the next funding source:

a. Unearned income of the child.

b.  Parental liability of the noncustodial parent.

c.  Parental liability of custodial parent(s).

156.2(2) The department shall serve as payee to receive the child’s unearned income. When a parent
or guardian is not available or is unwilling to do so, the department shall be responsible for applying for
benefits on behalf of a child placed in the care of the department. Until the department becomes payee,
the payee shall forward benefits to the department. For voluntary foster care placements of children aged
18 and over, the child is the payee for the unearned income. The child shall forward these benefits, up
to the actual cost of foster care, to the department.

156.2(3) The custodial parent shall assign child support payments to the department.

156.2(4) Unearned income of a child and parental liability of the noncustodial parent shall be placed
in an account from whence it shall be applied toward the cost of the child’s current foster care and the
remainder placed in an escrow account.

156.2(5) When a child has funds in escrow these funds may be used by the department to meet the
current needs of the child not covered by the foster care payments and not prohibited by the source of
the funds.

156.2(6) When the child leaves foster care, funds in escrow shall be paid to the custodial parent(s)
or guardian or to the child when the child has attained the age of majority, unless a guardian has been
appointed.

156.2(7) When a child who has unearned income returns home after the first day of a month, the
remaining portion of the unearned income (based on the number of days in the particular month) shall
be made available to the child and the child’s parents, guardian or custodian, if the child is eligible for
the unearned income while in the home of a parent, guardian or custodian.

This rule is intended to implement lowa Code section 234.39.

441—156.3(252C) Computation and assessment of parental liability. Rescinded TAB 3/13/96,
effective 5/1/96.

441—156.4(252C) Redetermination of liability. Rescinded IAB 3/13/96, effective 5/1/96.

441—156.5(252C) Voluntary payment. Rescinded IAB 3/13/96, effective 5/1/96.


https://www.legis.iowa.gov/docs/ico/section/234.39.pdf
https://www.legis.iowa.gov/docs/ico/section/234.39.pdf
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441—156.6(234) Rate of maintenance payment for foster family care.
156.6(1) Basic rate. A monthly payment for care in a foster family home licensed in Iowa shall be
made to the foster family based on the following schedule:

Age of child Daily rate
0 through 5 $16.78
6 through 11 $17.45
12 through 15 $19.10
16 or over $19.35

156.6(2) Out-of-state rate. A monthly payment for care in a foster family home licensed or approved
in another state shall be made to the foster family based on the rate schedule in effect in lowa, except that
the service area manager or designee may authorize a payment to the foster family at the rate in effect in
the other state if the child’s family lives in that state and the goal is to reunite the child with the family.

156.6(3) Mother and child in foster care. When the child in foster care is a mother whose young
child is in placement with her, the rate paid to the foster family shall be based on the daily rate for the
mother according to the rate schedule in subrules 156.6(1) and 156.6(4) and for the child according to
the rate schedule in subrule 156.6(1). The foster parents shall provide a portion of the young child’s rate
to the mother to meet the partial maintenance needs of the young child as defined in the case permanency
plan.

156.6(4) Difficulty of care payment.

a. For placements made before January 1, 2007, when foster parents provide care to a special
needs child, the foster family shall be paid the basic maintenance rate plus $5 per day for extra expenses
associated with the child’s special needs. This rate shall continue for the duration of the placement.

b.  When a foster family provides care to a sibling group of three or more children, an additional
payment of $1 per day per child may be authorized for each nonspecial needs child in the sibling group.

c¢.  When the foster family’s responsibilities in the case permanency plan include providing
transportation related to family or preplacement visits outside the community in which the foster family
lives, the department worker may authorize an additional maintenance payment of $1 per day. Expenses
over the monthly amount may be reimbursed with prior approval by the worker. Eligible expenses shall
include the actual cost of the most reasonable passenger fare or gas.

d.  Effective January 1, 2007, when a foster family provides care to a child who was receiving
behavioral management services for children in therapeutic foster care in that placement as of October
31, 2006, the foster family shall be paid the basic maintenance rate plus $15 per day for that child. This
rate shall continue for the duration of the placement.

e. Effective January 1, 2007, when a service area manager determines that as of October 31,
2006, a foster family was providing care for a child comparable to behavioral management services for
children in therapeutic foster care, except that the placement is supervised by the department and the
child’s treatment plan is supervised by a physician, mental health professional, or mental retardation
professional, the foster family shall be paid the basic maintenance rate plus $15 per day for that child.
This rate shall continue for the duration of the placement.

f- For placements made on or after January 1, 2007, the supervisor may approve an additional
maintenance payment above the basic rate in subrule 156.6(1) to meet the child’s special needs as
identified by the child’s score on Form 470-4401, Foster Child Behavioral Assessment. The placement
worker shall complete Form 470-4401 within 30 days of the child’s initial entry into foster care.

(1) Additional maintenance payments made under this paragraph shall begin no earlier than the
first day of the month following the month in which Form 470-4401 is completed and shall be awarded
as follows:

1. Behavioral needs rated at level 1 qualify for a payment of $4.81 per day.

2. Behavioral needs rated at level 2 qualify for a payment of $9.62 per day.

3. Behavioral needs rated at level 3 qualify for a payment of $14.44 per day.
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(2) The department shall review the child’s need for this difficulty of care maintenance payment
using Form 470-4401:

1. Whenever the child’s behavior changes significantly;

2. When the child’s placement changes;

3. After termination of parental rights, in preparation for negotiating an adoption subsidy or
pre-subsidy payment; and

4. Before a court hearing on guardianship subsidy.

g All maintenance payments, including difficulty of care payments, shall be documented on Form
470-0716, Foster Family Placement Contract.

h. Rescinded IAB 1/3/07, effective 1/1/07.

156.6(5) Payment method. All foster family maintenance payments shall be made directly to the
foster family.

156.6(6) Return of overpayments. When a foster family has received payments in excess of
those allowed under this chapter, the department caseworker shall ask the foster family to return the
overpayment. If the foster family is returning the overpayment to the department, the caseworker will
note the monthly amount the foster family agrees to pay in the family’s case file. The amount returned
shall not be less than $50 per month.

This rule is intended to implement Iowa Code section 234.38 and 2013 Iowa Acts, Senate File 446,

sections 18 and 19.

[ARC 8010B, IAB 7/29/09, effective 10/1/09; ARC 8451B, IAB 1/13/10, effective 1/1/10; ARC 8653B, IAB 4/7/10, effective
5/12/10; ARC 8904B, IAB 6/30/10, effective 7/1/10; ARC 9778B, IAB 10/5/11, effective 11/9/11; ARC 0240C, IAB 8/8/12,
effective 7/11/12; ARC 0419C, IAB 10/31/12, effective 12/5/12; ARC 0858C, IAB 7/24/13, effective 7/1/13; ARC 1061C, IAB
10/2/13, effective 11/6/13]

441—156.7(234) Purchase of family foster care services. Rescinded IAB 5/6/09, effective 7/1/09.

441—156.8(234) Additional payments.

156.8(1) Clothing allowance. When, in the judgment of the worker, clothing is needed at the time
the child is removed from the child’s home and placed in foster care, an allowance may be authorized,
not to exceed $237.50, to purchase clothing.

a. Once during each calendar year that the child remains in foster care, the department worker
may authorize another clothing allowance, not to exceed $190 for family foster care and $100 for all
other levels when:

(1) The child needs clothing to replace lost clothing or because of growth or weight change, and

(2) The child does not have escrow funds to cover the cost.

b.  When clothing is purchased by the foster family, the foster family shall submit receipts to the
worker within 30 days of purchase for auditing purposes, using Form 470-1952, Foster Care Clothing
Allowance.

156.8(2) Supervised apartment living. Effective July 1, 2013, when a child is initially placed in
supervised apartment living, the service area manager or designee may authorize an allowance not to
exceed $630 if the child does not have sufficient resources to cover initial costs.

156.8(3) Medical care. When a child in foster care needs medical care or examinations which are not
covered by the Medicaid program and no other source of payment is available, the cost may be paid from
foster care funds with the approval of the service area manager or designee. Eligible costs shall include
emergency room care, medical treatment by out-of-state providers who refuse to participate in the lowa
Medicaid program, and excessive expenses for nonprescription drugs or supplies. Requests for payment
for out-of-state medical treatment and for nonprescription drugs or supplies shall be approved prior to
the care being provided or the drugs or supplies purchased. Claims shall be submitted to the department
on Form GAX, General Accounting Expenditure, within 90 days after the service is provided. The rate
of payment shall be the same as allowed under the lowa Medicaid program.

156.8(4) Transportation for medical care. When a child in foster family care has expenses for
transportation to receive medical care which cannot be covered by the Medicaid program, the expenses
may be paid from foster care funds, with the approval of the service area manager. The claim for all the


https://www.legis.iowa.gov/docs/ico/section/234.38.pdf
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expenses shall be submitted to the department on Form GAX, General Accounting Expenditure, within
90 days after the trip. This payment shall not duplicate or supplement payment through the Medicaid
program. The expenses may include the actual cost of meals, parking, child care, lodging, passenger
fare, or mileage at the rate granted state employees.

156.8(5) Funeral expense. When a child under the guardianship of the department dies, the
department will pay funeral expenses not covered by the child’s resources, insurance or other death
benefits, the child’s legal parents, or the child’s county of legal settlement, not to exceed $650.

The total cost of the funeral and the goods and services included in the total cost shall be the same
as defined in rule 441—56.3(239,249).

The claim shall be submitted by the funeral director to the department on Form GAX, General
Accounting Expenditure, and shall be approved by the service area manager. Claims shall be submitted
within 90 days after the child’s death.

156.8(6) School fees. Payment for required school fees of a child in foster family care or supervised
apartment living that exceed $5 may be authorized by the department worker in an amount not to exceed
$50 per calendar year if the child does not have sufficient escrow funds to cover the cost. Required
school fees shall include:

a. Fees required for participation in school or extracurricular activities; and

b.  Fees related to enrolling a child in preschool when a mental health professional or a mental
retardation professional has recommended school attendance.

156.8(7) Respite care. The service area manager or designee may authorize respite for a child in
family foster care for up to 24 days per calendar year per placement. Respite shall be provided by a
licensed foster family. The payment rate to the respite foster family shall be the rate authorized under
rule 441—156.6(234) to meet the needs of the child.

156.8(8) Tangible goods, child care, and ancillary services. To the extent that a foster child’s escrow
funds are not available, the service area manager or designee may authorize reimbursement to foster
parents for the following:

a. Tangible goods for a special needs child including, but not limited to, building modifications,
medical equipment not covered by Medicaid, specialized educational materials not covered by
educational funds, and communication devices not covered by Medicaid.

b.  Child care services when the foster parents are working, the child is not in school, and the
provision of child care is identified in the child’s case permanency plan.

(1) Child care services shall be provided by a licensed foster parent or a licensed or registered child
care provider when available.

(2) When foster parents elect to become child care providers, they shall be registered pursuant to
441—Chapter 110.

c.  Ancillary services needed by the foster parent to meet the needs of a special needs child
including, but not limited to, specialized classes when directed by the case permanency plan.

d. Ancillary services needed by the special needs child including, but not limited to, recreation
fees, in-home tutoring and specialized classes not covered by education funds.

e.  Requests for tangible goods, child care, and ancillary services shall be submitted to the service
area manager for approval on Form 470-3056, Request for Tangible Goods, Child Care, and Ancillary
Services. Payment rates for tangible goods and ancillary services shall be comparable to prevailing
community standards. Payment rates for child care shall be established pursuant to 441—subrule
170.4(7).

f Prior payment authorization shall be issued by the service area manager before tangible goods,
child care, and ancillary services are purchased by or for foster parents.

This rule is intended to implement lowa Code section 234.35.
[ARC 7606B, IAB 3/11/09, effective 5/1/09; ARC 8010B, IAB 7/29/09, effective 10/1/09; ARC 8451B, IAB 1/13/10, effective 1/1/10;
ARC 8653B, IAB 4/7/10, effective 5/12/10; ARC 9778B, IAB 10/5/11, effective 11/9/11; ARC 0856C, IAB 7/24/13, effective
7/1/13; ARC 1062C, IAB 10/2/13, effective 11/6/13]


https://www.legis.iowa.gov/docs/ico/section/234.35.pdf
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441—156.9(234) Rate of payment for foster group care.

156.9(1) In-state reimbursement. Effective November 1, 2006, public and private foster group care
facilities licensed or approved in the state of lowa shall be paid for group care maintenance and child
welfare services in accordance with the rate-setting methodology in this subrule.

a. A provider of group care services shall maintain at least the minimum staff-to-child ratio during
prime programming time as established in the contract. Staff shall meet minimum qualifications as
established in 441—Chapters 114 and 115. The actual number and qualifications of the staff will vary
depending on the needs of the children.

b.  Additional payment for group care maintenance may be authorized if a facility provides care
for a mother and her young child according to subrule 156.9(4).

c¢.  Reimbursement rates shall be adjusted based on the provider’s rate in effect on October 31,
2006, to reflect an estimate that group care providers will provide an average of one hour per day of
group remedial services and one hour per week of individual remedial services. Subject to paragraph
156.9(1) “e, ” the reimbursement rate shall be calculated as follows:

(1) Step 1. Annualize the provider’s combined daily reimbursement rate for maintenance and
service in effect on October 31, 2006, by multiplying that combined rate by 365 days.

(2) Step 2. Annualize the provider’s remedial services reimbursement rate for one hour per day of
remedial services code 96153 (health and behavioral interventions - group), as established by the Iowa
Medicaid enterprise, by multiplying that rate by 365 days.

(3) Step 3. Annualize the provider’s remedial services reimbursement rate for one hour per week
of remedial services code 96152 (health and behavioral interventions - individual), as established by the
Iowa Medicaid enterprise, by multiplying that rate by 52 weeks.

(4) Step 4. Add the amounts determined in Steps 2 and 3.

(5) Step 5. Subtract the amount determined in Step 4 from the amount determined in Step 1.

(6) Step 6. Divide the amount determined in Step 5 by 365 to compute the new combined
maintenance and child welfare service per diem rate.

(7) Step 7. Determine the maintenance portion of the per diem rate by multiplying the new
combined per diem rate determined in Step 6 by 85.62 percent.

(8) Step 8. Determine the child welfare service portion of the per diem rate by multiplying the new
combined per diem rate determined in Step 6 by 14.38 percent.

EXAMPLE: Provider A has the following rates as of October 31, 2006:

e A combined daily maintenance and service rate of $121.45;

e A Medicaid rate for service code 96153 of $5.10 per 15 minutes, or $20.40 per hour;

o A Medicaid rate for service code 96152 of $19.92 per 15 minutes, or $79.68 per hour.

Step 1. $121.45 x 365 days = $44,329.25

Step 2. $20.40 x 365 days = $7,446.00

Step 3. $79.68 x 52 weeks = $4,143.36

Step 4. $7,446.00 + $4,143.36 = $11,589.36

Step 5. $44,329.25 - $11,589.36 = $32,739.89

Step 6. $32,739.89 + 365 days = $89.70

Step 7. $89.70 x 0.8562 = $76.80 maintenance rate

Step 8. $89.70 x 0.1438 = $12.90 child welfare service rate

Subject to paragraph 156.9(1) “e, ” provider A’s rates are $76.80 for maintenance and $12.90 for child
welfare services.

d.  No less than annually, the department shall redetermine the allocation of the combined child
welfare service per diem rate between the maintenance and service portions based on review of verified
remedial services cost reports for foster group care services providers. If the new allocation differs from
the current allocation, the department shall:

(1) Reallocate the combined child welfare service per diem for foster group care between the
maintenance and service portions of the combined rate; and

(2) Notify all providers of any change in the allocation between maintenance and service rates and
the effective date.
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e.  Effective July 1, 2014, the combined service and maintenance reimbursement rate for a service
level under the department’s reimbursement methodology shall be at least the amount below. If a group
foster care provider’s reimbursement rate for a service level as of June 30, 2014, is more than the amount
below, the provider’s reimbursement shall remain at the higher rate.

(1) For service level, community - D1, the daily rate shall be at least $87.60.

(2) For service level, comprehensive - D2, the daily rate shall be at least $119.09.

(3) For service level, enhanced - D3, the daily rate shall be at least $131.09.

156.9(2) Out-of-state group care payment rate. The payment rate for maintenance and child welfare
services provided by public or private agency group care licensed or approved in another state shall
be established using the same rate-setting methodology as that in subrule 156.9(1), unless the director
determines that appropriate care is not available within the state pursuant to the following criteria and
procedures.

a.  Criteria. When determining whether appropriate care is available within the state, the director
shall consider each of the following:

(1) Whether the child’s treatment needs are exceptional.

(2) Whether appropriate in-state alternatives are available.

(3) Whether an appropriate in-state alternative could be developed by using juvenile court-ordered
service fund or wrap-around funds.

(4) Whether the placement and additional payment are expected to be time-limited with anticipated
outcomes identified.

(5) If'the placement has been approved by the service area manager or chief juvenile court officer.

b.  Procedure. The service area manager or chief juvenile court officer shall submit the request for
director’s exception to the Appeals Section, Department of Human Services, Fifth Floor, Hoover State
Office Building, Des Moines, lowa 50319-0114. This request shall be made in advance of placing the
child and should allow a minimum of two weeks for a response. The request shall contain documentation
addressing the criteria for director’s approval listed in 156.9(2) “a.”

c.  Appeals. The decision of the director regarding approval of an exception to the rate
determination in rule 441—152.3(234) is not appealable.

156.9(3) Supplemental payments for in-state facilities. Rescinded IAB 9/1/93, effective 8/12/93.

156.9(4) Mother-young child rate. When a group foster care facility provides foster care for a mother
and her young child, the maintenance rate for the mother shall include an additional amount to cover the
actual and allowable maintenance needs of the young child. No additional amount shall be allowed for
service needs of the child.

a. The rate shall be determined according to the policies in rule 441—152.3(234) and added to
the maintenance rate for the mother. The young child portion of the maintenance rate shall be limited
to the costs associated with food, clothing, shelter, personal incidentals, and supervision for each young
child and shall not exceed the maintenance rate for the mother. Costs for day care shall not be included
in the maintenance rate.

b.  The additional amount included in the maintenance rate for the mother by this subrule to cover
the maintenance needs of the young child shall be in addition to the minimum rate provided by paragraph
156.9(1)“e.”

c¢.  Unless the court has transferred custody from the mother, the mother shall have primary
responsibility for providing supervision and parenting for the young child. The facility shall provide
services to the mother to assist her to meet her parenting responsibilities and shall monitor her care of
the young child.

d.  The facility shall provide services to the mother to assist her to:

(1) Obtain a high school diploma or general education equivalent (GED).

(2) Develop preemployment skills.

(3) Establish paternity for her young child whenever appropriate.

(4) Obtain child support for the young child whenever paternity is established.

e. The agency shall maintain information in the mother’s file on:

(1) The involvement of the mother’s parents or of other adults.
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(2) The involvement of the father of the minor’s child, including steps taken to establish paternity,
if appropriate.

(3) A decision of the minor to keep and raise her young child.

(4) Plan for the minor’s completion of high school or a GED program.

(5) The parenting skills of the minor parent.

(6) Child care and transportation plans for education, training or employment.

(7) Ongoing health care of the mother and child.

(8) Other services as needed to address personal or family problems or to facilitate the personal
growth and development toward economic self-sufficiency of the minor parent and young child.

f- The agency shall designate $35 of the young child rate as an allowance to the mother to meet
the maintenance needs of her young child, as defined in her case permanency plan.

This rule is intended to implement lowa Code sections 234.6 and 234.38.
[ARC 7741B, IAB 5/6/09, effective 7/1/09; ARC 8715B, IAB 5/5/10, effective 7/1/10; ARC 9778B, IAB 10/5/11, effective 11/9/11;
ARC 1523C, IAB 7/9/14, effective 7/1/14]

441—156.10(234) Payment for reserve bed days.

156.10(1) Group care facilities. The department shall provide payment for group care maintenance
and child welfare services according to the following policies.

a.  Family visits. Reserve bed payment shall be made for days a child is absent from the facility
for family visits when the absence is in accord with the following:

(1) The visits shall be consistent with the child’s case permanency plan.

(2) The facility shall notify the worker of each visit and its planned length prior to the visit.

(3) The intent of the department and the facility shall be for the child to return to the facility after
the visit.

(4) Staff from the facility shall be available to provide support to the child and family during the
visit.

(5) Payment shall be canceled and payments returned if the facility refuses to accept the child back.

(6) If the department and the facility agree that the return would not be in the child’s best interest,
payment shall be canceled effective the day after the joint decision not to return the child.

(7) Payment shall be canceled effective the day after a decision is made by the court or parent in a
voluntary placement not to return the child.

(8) Payment shall not exceed 14 consecutive days, except upon prior written approval of the service
area manager. In no case shall payment exceed 30 consecutive days.

(9) The provider shall document the use of reserve bed days in the daily log and report the number
of reserve bed days claimed in the quarterly report.

b.  Hospitalization. Reserve bed payment shall be made for days a child is absent from the facility
for hospitalization when the absence is in accord with the following:

(1) The facility shall contact the worker at least 48 hours in advance of a planned hospitalization
and within 24 hours after an unplanned hospitalization.

(2) The intent of the department and the facility shall be for the child to return to the facility after
the hospitalization.

(3) Staff from the facility shall be available to provide support to the child and family during the
hospitalization.

(4) Payment shall be canceled and payments returned if the facility refuses to accept the child back.

(5) If the department and the facility agree that the return would not be in the child’s best interest,
payment shall be canceled effective the day after the joint decision not to return the child.

(6) Payment shall be canceled effective the day after a decision is made by the court or parent in a
voluntary placement not to return the child.

(7) Payment shall not exceed 14 consecutive days, except upon prior written approval of the service
area manager. In no case shall payment exceed 30 consecutive days.

(8) The provider shall document the use of reserve bed days in the daily log and report the number
of reserve bed days claimed in the quarterly report.


https://www.legis.iowa.gov/docs/ico/section/234.6.pdf
https://www.legis.iowa.gov/docs/ico/section/234.38.pdf
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¢.  Runaways. Reserve bed payment shall be made for days a child is absent from the facility after
the child has run away when the absence is in accord with the following:

(1) The facility shall notify the worker within 24 hours after the child runs away.

(2) The intent of the department and the facility shall be for the child to return to the facility once
the child is found.

(3) Payment shall be canceled and payments returned if the facility refuses to accept the child back.

(4) If the department and the facility agree that the return would not be in the child’s best interest,
payment shall be canceled effective the day after the joint decision not to return the child.

(5) Payment shall be canceled effective the day after a decision is made by the court or parent in a
voluntary placement not to return the child.

(6) Payment shall not exceed 14 consecutive days, except upon prior written approval of the service
area manager. In no case shall payment exceed 30 consecutive days.

(7) The provider shall document the use of reserve bed days in the daily log and report the number
of reserve bed days claimed in the quarterly report.

d.  Preplacement visits. Reserve bed payment shall be made when a child is making a planned
preplacement visit to another foster care placement or an adoptive placement when the absence is in
accord with the following:

(1) The visits shall be consistent with the child’s case permanency plan.

(2) The intent of the department and the facility shall be for the child to return to the facility.

(3) Staff from the facility shall be available to provide support to the child and provider during the
visit.

(4) Payment shall be canceled and payment returned if the facility refuses to accept the child back.

(5) Payment shall not exceed two consecutive days.

(6) The provider shall document the use of reserve bed days in the daily log and report the number
of reserve bed days claimed in the quarterly report.

156.10(2) Foster family care.

a.  Family visits. Reserve bed payment shall be made for days a foster child is absent from the
foster family home for family visits when the absence is in accord with the following:

(1) The visits shall be consistent with the child’s case permanency plan.

(2) The intent of the department and the foster family shall be for the child to return to the foster
family home after the visit.

(3) Payment shall be canceled and payments returned if the foster family refuses to accept the child
back.

(4) If the department and the foster family agree that the return would not be in the child’s best
interest, payment shall be canceled effective the day after the joint decision not to return the child.

(5) Payment shall be canceled effective the day after a decision is made by the court or parent in a
voluntary placement not to return the child.

(6) Payment shall not exceed 14 consecutive days, except upon prior written approval of the service
area manager. In no case shall payment exceed 30 consecutive days.

b.  Hospitalization. Reserve bed payment shall be made for days a foster child is absent from the
foster family home for hospitalization when the absence is in accord with the following:

(1) The intent of the department and the foster family shall be for the child to return to the foster
family home after the hospitalization.

(2) Payment shall be canceled and payments returned if the foster family refuses to accept the child
back.

(3) If the department and the foster family agree that the return would not be in the child’s best
interest, payment shall be canceled effective the day after the joint decision not to return the child.

(4) Payment shall be canceled effective the day after a decision is made by the court or parent in a
voluntary placement not to return the child.

(5) Payment shall not exceed 14 consecutive days, except upon prior written approval of the service
area manager. In no case shall payment exceed 30 consecutive days.
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¢.  Runaways. Reserve bed payment shall be made for days a foster child is absent from the foster
family home after the child has run away when the absence is in accord with the following:

(1) The foster family shall notify the worker within 24 hours after the child runs away.

(2) The intent of the department and the foster family shall be for the child to return to the foster
family home once the child is found.

(3) Payment shall be canceled and payments returned if the foster family refuses to accept the child
back.

(4) If the department and the foster family agree that the return would not be in the child’s best
interest, payment shall be canceled effective the day after the joint decision not to return the child.

(5) Payment shall be canceled effective the day after a decision is made by the court or parent in a
voluntary placement not to return the child.

(6) Payment shall not exceed 14 consecutive days, except upon prior written approval of the service
area manager. In no case shall payment exceed 30 consecutive days.

d.  Preplacement visits. Reserve bed payment shall be made when a foster child is making a
planned preplacement visit to another foster care placement or an adoptive placement when the absence
is in accord with the following:

(1) The visits shall be consistent with the child’s case permanency plan.

(2) The intent of the department and the foster family home shall be for the child to return to the
foster family home.

(3) Payment shall be canceled and payment returned if the foster family home refuses to accept the
child back.

(4) Payment shall not exceed two consecutive days.

156.10(3) Shelter care facilities.

a. Hospitalization. Reserve bed payment shall be made for days a child is absent from the facility
for hospitalization when the absence is in accord with the following:

(1) The facility shall contact the worker at least 48 hours in advance of a planned hospitalization
and within 24 hours after an unplanned hospitalization.

(2) The intent of the department and the facility shall be for the child to return to the facility after
the hospitalization.

(3) Staff from the facility shall be available to provide support to the child and family during the
hospitalization.

(4) Payment shall be canceled and payments returned if the facility refuses to accept the child back.

(5) If'the department and the facility agree that the return would not be in the child’s best interest,
payment shall be canceled effective the day after the joint decision not to return the child.

(6) Payment shall be canceled effective the day after a decision is made by the court or parent in a
voluntary placement not to return the child.

(7) Payment shall not exceed 14 consecutive days, except upon prior written approval of the service
area manager. In no case shall payment exceed 30 consecutive days.

(8) The provider shall document the use of reserve bed days in the daily log and report the number
of reserve bed days claimed in the quarterly report.

b.  Preplacement visits. Reserve bed payment shall be made when a child is making a planned
preplacement visit to another foster care placement or an adoptive placement when the absence is in
accord with the following:

(1) The visits shall be consistent with the child’s case permanency plan.

(2) The intent of the department and the facility shall be for the child to return to the facility.

(3) Staff from the facility shall be available to provide support to the child and provider during the
visit.

(4) Payment shall be canceled and payment returned if the facility refuses to accept the child back.

(5) Payment shall not exceed two consecutive days.
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(6) The provider shall document the use of reserve bed days in the daily log and report the number
of reserve bed days claimed in the quarterly report.

This rule is intended to implement lowa Code sections 234.6 and 234.35.
[ARC 8010B, IAB 7/29/09, effective 10/1/09]

441—156.11(234) Emergency care.

156.11(1) and 156.11(2) Rescinded IAB 3/11/09, effective 5/1/09.

156.11(3) Shelter care payment. Public and private juvenile shelter care facilities approved
or licensed in Iowa shall be paid according to the rate-setting methodology in 441—paragraph
150.3(5)“p.”

a. Facilities shall bill for actual units of service provided in accordance with 441—subrule
150.3(8). In addition, facilities may be guaranteed a minimum level of payment to the extent determined
by the department through a request-for-proposal process.

(1) Guaranteed payment shall be calculated monthly.

(2) The guaranteed level of payment shall be calculated by multiplying the number of beds for
which payment is guaranteed by the number of days in the month.

(3) When the actual unit billings for a facility do not equal the guaranteed level of payment for the
month, the facility may submit a supplemental billing for the deficiency.

(4) The amount of the supplemental billing shall be determined by multiplying the facility’s unit
cost for shelter care by the number of units below the guaranteed level for the month for which the facility
was not reimbursed.

b.  The total reimbursement to the agency shall not exceed the agency’s allowable costs as defined
in 441—subrule 150.3(5). Agencies shall refund any payments which have been made in excess of the
agencies’ allowable costs.

c.  Shelter contracts for the state fiscal year beginning July 1, 2007, shall provide for the statewide
availability of a daily average of 273 guaranteed emergency juvenile shelter care beds during the fiscal
year.

This rule is intended to implement lowa Code section 234.35.
[ARC 7606B, IAB 3/11/09, effective 5/1/09]

441—156.12(234) Supervised apartment living.

156.12(1) Maintenance. Effective July 1, 2013, when a child at least aged 16%2 but under the age of
20 is living in a supervised apartment living situation, the monthly maintenance payment for the child
shall be $787.50. This payment may be paid to the child or another payee, other than a department
employee, for the child’s living expenses.

156.12(2) Service. When services for a youth in supervised apartment living are purchased, the
service components and number of hours purchased shall be specified by the service worker in the youth’s
case permanency plan.

This rule is intended to implement lowa Code section 234.35 and 2011 Iowa Acts, House File 649,

section 28(4).
[ARC 8451B, IAB 1/13/10, effective 1/1/10; ARC 8653B, IAB 4/7/10, effective 5/12/10; ARC 9778B, IAB 10/5/11, effective 11/9/11;
ARC 0856C, 1AB 7/24/13, effective 7/1/13; ARC 1062C, 1AB 10/2/13, effective 11/6/13]

441—156.13(234) Excessive rates. Rescinded IAB 6/9/93, effective 8/1/93.

441—156.14(234,252C) Voluntary placements. When placement is made on a voluntary basis, the
parent or guardian shall complete and sign Form 470-0715, Voluntary Placement Agreement.

441—156.15(234) Child’s earnings. Earned income of a child who is not in a supervised apartment
living arrangement and who is a full-time student or engaged in an educational or training program shall
be reported to the department and its use shall be a part of a plan for service, but the income shall not
be used towards the cost of the child’s care as established by the department. When the earned income
of children in supervised apartment living arrangements or of other children exceeds the foster care
standard, the income in excess of the standard shall be applied to meet the cost of the child’s care. When


https://www.legis.iowa.gov/docs/ico/section/234.6.pdf
https://www.legis.iowa.gov/docs/ico/section/234.35.pdf
https://www.legis.iowa.gov/docs/ico/section/234.35.pdf
https://www.legis.iowa.gov/docs/ico/section/234.35.pdf
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the income of the child exceeds twice the cost of maintenance, the child shall be discontinued from foster
care.

441—156.16(234) Trust funds and investments.

156.16(1) When the child is a beneficiary of a trust and the proceeds therefrom are not currently
available, or are not sufficient to meet the child’s needs, the worker shall assist the child in having a
petition presented to the court requesting release of funds to help meet current requirements. When the
child and responsible adult cooperate in necessary action to obtain a ruling of the court, income shall not
be considered available until the decision of the court has been rendered and implemented. When the
child and responsible adult do not cooperate in the action necessary to obtain a ruling of the court, the
trust fund or investments shall be considered as available to meet the child’s needs immediately. When
the child or responsible adult does not cooperate within 90 days in making the income available the
maintenance payment shall be terminated.

156.16(2) The Iowa department of human services shall be payee for income from any trust funds
or investments unless limited by the trust.

156.16(3) Savings accounts from any income and proceeds from the liquidation of securities shall
be placed in the child’s account maintained by the department and any amount in excess of $1,500 shall
be applied towards cost of the child’s maintenance.

This rule is intended to implement lowa Code section 234.39.

441—156.17(234) Preadoptive homes. Payment for a foster child placed in a preadoptive home shall
be limited to the amount negotiated pursuant to rule 441—201.5(600) and shall not exceed the foster
care maintenance amount paid in family foster care.

This rule is intended to implement lowa Code section 234.38.
[ARC 8010B, IAB 7/29/09, effective 10/1/09]

441—156.18(237) Foster parent training expenses. Rescinded IAB 7/29/09, effective 10/1/09.

441—156.19(237) Rate of payment for care in a residential care facility. When a child is receiving
group care maintenance and child welfare services in a licensed residential care facility and is not eligible
for supplemental security income or state supplementary assistance, the department will pay for the group
care maintenance and child welfare services in accordance with subrule 156.9(1). When a child receives
group care maintenance and child welfare services in a licensed residential care facility and is eligible
for supplemental security income or state supplementary assistance, the department will pay for child
welfare services in accordance with subrule 156.9(1).
This rule is intended to implement lowa Code section 237.1(3) “e.”

441—156.20(234) Eligibility for foster care payment.

156.20(1) Client eligibility. Foster care payment shall be limited to the following populations.

a.  Youth under the age of 18 shall be eligible based on legal status, subject to certain limitations.

(1) Legal status. The youth’s placement shall be based on one of the following legal statuses:

1. The court has ordered foster care placement pursuant to lowa Code section 232.52, subsection
2, paragraph “d,” Iowa Code section 232.102, subsection 1, lowa Code section 232.117, or lowa Code
section 232.182, subsection 5.

2. The child is placed in shelter care pursuant to lowa Code section 232.20, subsection 1, or lowa
Code section 232.21.

3. The department has agreed to provide foster care pursuant to rule 441—202.3(234).

(2) Limitations. Department payment for group care shall be limited to placements which have
been authorized by the department and which conform to the service area group care plan developed
pursuant to rule 441—202.17(232). Payment for an out-of-state group care placement shall be limited
to placements approved pursuant to 441—subrule 202.8(2).


https://www.legis.iowa.gov/docs/ico/section/234.39.pdf
https://www.legis.iowa.gov/docs/ico/section/234.38.pdf
https://www.legis.iowa.gov/docs/ico/section/237.1.pdf
https://www.legis.iowa.gov/docs/ico/section/232.52.pdf
https://www.legis.iowa.gov/docs/ico/section/232.52.pdf
https://www.legis.iowa.gov/docs/ico/section/232.102.pdf
https://www.legis.iowa.gov/docs/ico/section/232.117.pdf
https://www.legis.iowa.gov/docs/ico/section/232.182.pdf
https://www.legis.iowa.gov/docs/ico/section/232.20.pdf
https://www.legis.iowa.gov/docs/ico/section/232.21.pdf
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b.  Youth aged 18 and older who meet the definition of child in rule 441—202.1(234) shall be
eligible based on age, a voluntary placement agreement pursuant to 441—subrule 202.3(3), and type of
placement.

(1) Except as provided in subparagraph 156.20(1) “b”(3), payment for a child who is 18 years of
age shall be limited to family foster care or supervised apartment living.

(2) Except as provided in subparagraph 156.20(1) “b”(3), payment for a child who is 19 years of
age shall be limited to supervised apartment living.

(3) Exceptions. An exception to subparagraphs (1) and (2) shall be granted for all unaccompanied
refugee minors. The service area manager or designee shall grant an exception for other children when
the child meets all of the following criteria. The child’s eligibility for the exception shall be documented
in the case record.

1. The child does not have mental retardation. Funding for services for persons with mental
retardation is the responsibility of the county or state pursuant to lowa Code section 222.60.

2. The child is at imminent risk of becoming homeless or of failing to graduate from high school
or obtain a general equivalency diploma. “At imminent risk of becoming homeless” shall mean that a
less restrictive living arrangement is not available.

3. The placement is in the child’s best interests.

4. Funds are available in the service area’s allocation. When the service area manager has
approved payment for foster care pursuant to this subparagraph, funds which may be necessary to
provide payment for the time period of the exception, not to exceed the current fiscal year, shall be
considered encumbered and no longer available. Each service area’s funding allocation shall be based
on the service area’s portion of the total number of children in foster care on March 31 preceding the
beginning of the fiscal year, who would no longer be eligible for foster care during the fiscal year due
to age, excluding unaccompanied refugee minors.

c. A young mother shall be eligible for the extra payment for her young child living with her in
care as set forth in subrule 156.6(4), paragraph “a, ” and subrule 156.9(4) if all of the following apply:

(1) The mother is placed in foster care.

(2) The mother’s custodian determines, as documented in the mother’s case permanency plan, that
it is in her best interest and the best interest of the young child that the child remain with her.

(3) A placement is available.

(4) The mother agrees to refund to the department any child support payments she receives on
behalf of the child and to allow the department to be made payee for any other unearned income for the
child.

156.20(2) Provider eligibility for payment.

a. Providers of shelter care services and supervised apartment living services shall have a purchase
of service contract under 441—Chapter 150 in force.

b.  Providers of group care services shall have a foster group care services contract under
441—Chapter 152 in force.

This rule is intended to implement lowa Code sections 232.143, 234.35 and 234.38.
[ARC 8010B, IAB 7/29/09, effective 10/1/09]

[Filed 7/1/74; amended 9/4/74]

[Filed emergency 10/31/75—published 11/17/75, effective 11/1/75]
[Filed 12/23/75, Notice 11/17/75—published 1/12/76, effective 2/16/76]
[Filed 2/19/76, Notice 1/12/76—published 3/8/76, effective 4/12/76]
[Filed emergency 7/29/76—published 8/23/76, eftective 9/1/76]
[Filed 10/7/76, Notice 8/23/76—published 11/3/76, effective 12/8/76]
[Filed 6/10/77, Notice 5/4/77—published 6/29/77, effective 8/3/77]
[Filed 5/24/78, Notice 3/22/78—published 6/14/78, effective 7/19/78]
[Filed emergency 7/28/78—published 8/23/78, effective 8/1/78]
[Filed emergency 6/26/79—published 7/25/79, effective 7/1/79]
[Filed emergency 6/30/80—published 7/23/80, effective 7/1/80]
[Filed 10/24/80, Notice 9/3/80—published 11/12/80, effective 12/17/80]
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[Filed emergency 6/30/81—published 7/22/81, effective 7/1/81]
[Filed 6/30/81, Notice 4/29/81—published 7/22/81, effective 9/1/81]
[Filed emergency 8/20/82—published 9/15/82, effective 9/1/82]
[Filed 2/25/83, Notice 12/22/82—published 3/16/83, effective 5/1/83]
[Filed emergency after Notice 6/17/83—published 7/6/83, effective 7/1/83]
[Filed emergency 6/17/83—published 7/6/83, effective 7/1/83]
[Filed emergency 10/7/83—published 10/26/83, effective 11/1/83]
[Filed without Notice 10/7/83—published 10/26/83, effective 12/1/83]
[Filed 11/18/83, Notice 10/12/83—published 12/7/83, effective 2/1/84]
[Filed emergency 2/10/84—published 2/29/84, effective 2/10/84]
[Filed emergency 6/15/84—published 7/4/84, effective 7/1/84]
[Filed 6/15/84, Notice 5/9/84—published 7/4/84, effective 9/1/84]
[Filed emergency 8/31/84—published 9/26/84, effective 10/1/84]
[Filed emergency 11/16/84—published 12/5/84, effective 12/1/84]
[Filed 1/21/85, Notice 12/5/84—published 2/13/85, effective 4/1/85]
[Filed 4/29/85, Notice 2/27/85—published 5/22/85, eftective 7/1/85]
[Filed emergency 6/14/85—published 7/3/85, effective 7/1/85]
[Filed emergency 10/1/85—published 10/23/85, effective 11/1/85]
[Filed without Notice 10/1/85—published 10/23/85, effective 12/1/85]
[Filed 12/2/85, Notice 10/23/85—published 12/18/85, effective 2/1/86]
[Filed 12/12/85, Notice 10/9/85—published 1/1/86, effective 3/1/86]
[Filed emergency 6/26/86—published 7/16/86, effective 7/1/86]
[Filed emergency 1/15/87—published 2/11/87, effective 1/15/87]
[Filed emergency 6/19/87—published 7/15/87, effective 7/1/87]°
[Filed 8/28/87, Notice 7/15/87—published 9/23/87, effective 11/1/87]°
[Filed emergency 9/21/87—published 10/21/87, effective 9/22/87]
[Filed 10/23/87, Notice 7/15/87—published 11/18/87, effective 1/1/88]
[Filed 12/10/87, Notice 10/21/87—published 12/30/87, effective 3/1/88]
[Filed emergency 6/9/88—published 6/29/88, effective 7/1/88]
[Filed 4/13/89, Notice 1/11/89—published 5/3/89, effective 7/1/89]
[Filed emergency 6/9/89—published 6/28/89, effective 7/1/89]
[Filed 7/13/89, Notice 5/31/89—published 8/9/89, effective 10/1/89]
[Filed 7/14/89, Notice 4/19/89—published 8/9/89, effective 10/1/89]
[Filed 8/17/89, Notice 6/28/89—published 9/6/89, effective 11/1/89]
[Filed emergency 6/20/90—published 7/11/90, effective 7/1/90]
[Filed 8/16/90, Notice 7/11/90—published 9/5/90, effective 11/1/90]
[Filed 10/12/90, Notice 7/11/90—published 10/31/90, effective 1/1/91]
[Filed 11/15/91, Notice 9/18/91—published 12/11/91, effective 2/1/92]
[Filed 12/11/91, Notice 10/16/91—published 1/8/92, effective 3/1/92]
[Filed emergency 4/15/92—published 5/13/92, effective 4/16/92]
[Filed emergency 6/12/92—published 7/8/92, effective 7/1/92]
[Filed 8/14/92, Notice 7/8/92—published 9/2/92, effective 11/1/92]
[Filed 5/14/93, Notice 3/17/93—published 6/9/93, effective 8/1/93]
[Filed emergency 6/11/93—published 7/7/93, effective 7/1/93]
[Filed without Notice 8/12/93—published 9/1/93, effective 11/1/93]
[Filed 8/12/93, Notice 2/17/93—published 9/1/93, effective 11/1/93]
[Filed 9/17/93, Notice 7/21/93—published 10/13/93, effective 1/1/94]
[Filed emergency 10/14/93—published 11/10/93, effective 11/1/93]
[Filed 11/12/93, Notice 9/15/93—published 12/8/93, effective 2/1/94]
[Filed 12/16/93, Notices 10/13/93, 11/10/93—published 1/5/94, effective 3/1/94]
[Filed emergency 5/11/94 after Notice 3/16/94—published 6/8/94, effective 6/1/94]
[Filed emergency 6/16/94—published 7/6/94, effective 7/1/94]
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[Filed 8/12/94, Notice 7/6/94—published 8/31/94, effective 11/1/94]
[Filed emergency 12/15/94—published 1/4/95, effective 2/1/95]
[Filed 12/15/94, Notice 10/26/94—published 1/4/95, effective 3/1/95]
[Filed 2/16/95, Notice 1/4/95—published 3/15/95, effective 5/1/95]
[Filed 3/20/95, Notice 1/18/95—published 4/12/95, effective 6/1/95]
[Filed 4/13/95, Notices 2/15/95, 3/1/95—published 5/10/95, effective 7/1/95]
[Filed emergency 6/7/95—published 7/5/95, effective 7/1/95]
[Filed emergency 7/12/95—published 8/2/95, effective 9/1/95]
[Filed 8/10/95, Notice 7/5/95—published 8/30/95, effective 11/1/95]
[Filed 9/25/95, Notice 8/2/95—published 10/11/95, effective 12/1/95]
[Filed 2/14/96, Notice 12/20/95—published 3/13/96, effective 5/1/96]
[Filed emergency 6/13/96—published 7/3/96, effective 7/1/96]
[Filed emergency 6/13/96—published 7/3/96, effective 8/1/96]
[Filed 8/15/96, Notices 6/19/96, 7/3/96—published 9/11/96, effective 11/1/96]
[Filed 9/17/96, Notice 7/17/96—published 10/9/96, effective 12/1/96]
[Filed emergency 6/12/97—published 7/2/97, effective 7/1/97]
[Filed 8/13/97, Notice 7/2/97—published 9/10/97, effective 11/1/97]
[Filed 10/15/97, Notice 7/30/97—published 11/5/97, effective 1/1/98]
[Filed emergency 6/10/98—published 7/1/98, effective 7/1/98]
[Filed without Notice 6/10/98—published 7/1/98, effective 8/15/98]
[Filed 8/12/98, Notice 7/1/98—published 9/9/98, effective 11/1/98]
[Filed emergency 10/14/98 after Notice 8/26/98—published 11/4/98, effective 11/1/98]
[Filed emergency 6/10/99—published 6/30/99, effective 7/1/99]
[Filed 7/15/99, Notice 6/2/99—published 8/11/99, effective 10/1/99]
[Filed 8/12/99, Notice 6/30/99—published 9/8/99, effective 11/1/99]
[Filed emergency 10/13/99 after Notice 8/25/99—published 11/3/99, effective 11/1/99]
[Filed emergency 6/8/00—published 6/28/00, effective 7/1/00]
[Filed 8/9/00, Notice 6/14/00—published 9/6/00, effective 11/1/00]
[Filed 1/10/01, Notice 11/15/00—published 2/7/01, effective 4/1/01]
[Filed emergency 6/13/01—published 7/11/01, effective 7/1/01]
[Filed 9/11/01, Notice 7/11/01—published 10/3/01, effective 12/1/01]
[Filed 11/18/02, Notice 8/21/02—published 12/11/02, effective 2/1/03]
[Filed 3/11/04, Notice 1/21/04—published 3/31/04, effective 6/1/04]
[Filed emergency 6/17/05—published 7/6/05, effective 7/1/05]
[Filed 10/21/05, Notice 7/6/05—published 11/9/05, effective 12/14/05]
[Filed emergency 6/16/06—published 7/5/06, effective 7/1/06]°
[Filed 9/19/06, Notices 7/5/06—published 10/11/06, effective 11/16/06]
[Filed emergency 10/12/06—published 11/8/06, effective 11/1/06]
[Filed emergency 12/13/06 after Notice 11/8/06—published 1/3/07, eftective 1/1/07]
[Filed 3/14/07, Notice 8/30/06—published 4/11/07, effective 7/1/07]
[Filed emergency 6/13/07—published 7/4/07, effective 7/1/07]
[Filed 9/12/07, Notice 7/4/07—published 10/10/07, effective 11/14/07]
[Filed emergency 6/12/08—published 7/2/08, effective 7/1/08]
[Filed 8/19/08, Notice 7/2/08—published 9/10/08, effective 10/15/08]
[Filed ARC 7606B (Notice ARC 7372B, IAB 12/3/08), IAB 3/11/09, effective 5/1/09]
[Filed ARC 7741B (Notice ARC 7526B, IAB 1/28/09), IAB 5/6/09, effective 7/1/09]
[Filed ARC 8010B (Notice ARC 7712B, IAB 4/8/09), IAB 7/29/09, effective 10/1/09]
[Filed Emergency ARC 8451B, IAB 1/13/10, effective 1/1/10]

[Filed ARC 8653B (Notice ARC 8452B, IAB 1/13/10), IAB 4/7/10, effective 5/12/10]
[Filed ARC 8715B (Notice ARC 8490B, IAB 1/27/10), IAB 5/5/10, effective 7/1/10]
[Filed Emergency ARC 8904B, IAB 6/30/10, effective 7/1/10]

[Filed ARC 9778B (Notice ARC 9625B, IAB 7/27/11), IAB 10/5/11, effective 11/9/11]
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[Filed Emergency ARC 0240C, IAB 8/8/12, effective 7/11/12]
[Filed ARC 0419C (Notice ARC 0241C, IAB 8/8/12), IAB 10/31/12, effective 12/5/12]
[Filed Emergency ARC 0858C, IAB 7/24/13, effective 7/1/13]
[Filed Emergency ARC 0856C, IAB 7/24/13, effective 7/1/13]
[Filed ARC 1061C (Notice ARC 0857C, IAB 7/24/13), IAB 10/2/13, effective 11/6/13]
[Filed ARC 1062C (Notice ARC 0855C, IAB 7/24/13), IAB 10/2/13, effective 11/6/13]
[Filed Emergency ARC 1523C, IAB 7/9/14, effective 7/1/14]

O
1

Two or more ARCs

Effective date of 3/1/92 delayed until adjournment of the 1992 General Assembly by the Administrative Rules Review Committee
at its meeting held February 3, 1992.
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TITLE XV
INDIVIDUAL AND FAMILY SUPPORT
AND PROTECTIVE SERVICES
CHAPTER 170

CHILD CARE SERVICES
[Prior to 7/1/83, Social Services[770] Ch 132]
[Previously appeared as Ch 132—renumbered IAB 2/29/84]
[Prior to 2/11/87, Human Services[498]]

PREAMBLE

The intent of this chapter is to establish requirements for the payment of child care services. Child
care services are for children of low-income parents who are in academic or vocational training; or
employed or looking for employment; or for a limited period of time, unable to care for children due to
physical or mental illness; or needing protective services to prevent or alleviate child abuse or neglect.
Services may be provided in a licensed child care center, a registered child development home, the home
of a relative, the child’s own home, a nonregistered family child care home, or in a facility exempt from
licensing or registration.

441—170.1(237A) Definitions.

“Agency error” means child care assistance incorrectly paid for the client because of action
attributed to the department as the result of one or more of the following circumstances:

1. Loss or misfiling of forms or documents.

2. Errors in typing or copying.

3. Computer input errors.

4. Mathematical errors.

5. Failure to determine eligibility correctly or to certify assistance in the correct amount when all
essential information was available to the department.

6. Failure to make timely changes in assistance following amendments of policies that require the
changes by a specific date.

“Child care” means a service that provides child care in the absence of parents for a portion of the
day, but less than 24 hours. Child care supplements parental care by providing care and protection for
children who need care in or outside their homes for part of the day. Child care provides experiences
for each child’s social, emotional, intellectual, and physical development. Child care may involve
comprehensive child development care or it may include special services for a child with special needs.
Components of this service shall include supervision, food services, program and activities, and may
include transportation.

“Child with protective needs ” means a child who is not in foster care and has a case file that identifies
child care as a safety or well-being need to prevent or alleviate the effects of child abuse or neglect. Child
care is provided as part of a safety plan during a child abuse or child in need of assistance assessment or
as part of the service plan established in the family’s case plan. The child must have:

1.  An open child abuse assessment;

2. An open child in need of assistance assessment;

3. An open child welfare case as a result of a child abuse assessment;

4. A petition on file for a child in need of assistance adjudication; or

5. Adjudication as a child in need of assistance.

“Child with special needs” means a child with one or more of the following conditions:

1. The child has been diagnosed by a physician or by a person endorsed for service as a school
psychologist by the lowa department of education to have a developmental disability which substantially
limits one or more major life activities, and the child requires professional treatment, assistance in
self-care, or the purchase of special adaptive equipment.

2. The child has been determined by a qualified mental retardation professional to have a condition
which impairs the child’s intellectual and social functioning.
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3. The child has been diagnosed by a mental health professional to have a behavioral or emotional
disorder characterized by situationally inappropriate behavior which deviates substantially from behavior
appropriate to the child’s age, or which significantly interferes with the child’s intellectual, social, or
personal adjustment.

“Client” means a current or former recipient of the child care assistance program.

“Client error” means and may result from:

1. False or misleading statements, oral or written, regarding the client’s income, resources, or
other circumstances which affect eligibility or the amount of assistance received;

2. Failure to timely report changes in income, resources, or other circumstances which affect
eligibility or the amount of assistance received,;

3. Failure to timely report the receipt of child care units in excess of the number approved by the
department;

4.  Failure to comply with the need for service requirements.

“Department” means the lowa department of human services.

“Food services” means the preparation and serving of nutritionally balanced meals and snacks.

“Fraudulent means” means knowingly making or causing to be made a false statement or a
misrepresentation of a material fact, knowingly failing to disclose a material fact, or committing a
fraudulent practice.

“In-home” means care which is provided within the child’s own home.

“Migrant seasonal farm worker” means a person to whom all of the following conditions apply:

1. The person performs seasonal agricultural work which requires travel so that the person is
unable to return to the person’s permanent residence within the same day.

2. Most of the person’s income is derived from seasonal agricultural work performed during the
months of July through October. Most shall mean the simple majority of the income.

3. The person generally performs seasonal agricultural work in Iowa during the months of July
through October.

“On-line or distance learning” means training such as, but not limited to, training conducted over
the Iowa communications network, on-line courses, or Web conferencing. The training includes:

1. Interaction between the instructor and the student, such as required chats or message boards;

2. Mechanisms for evaluation and measurement of student achievement.

“Overpayment” means any benefit or payment received in an amount greater than the amount the
client or provider is entitled to receive.

“Parent” means the parent or the person who serves in the capacity of the parent of the child
receiving child care assistance services.

“Program and activities ” means the daily schedule of experiences in a child care setting.

“PROMISE JOBS” means the department’s training program, promoting independence and
self-sufficiency through employment job opportunities and basic skills, as described in 441—Chapter
93.

“Provider” means a licensed child care center, a registered child development home, a relative who
provides care in the relative’s own home solely for a related child, a caretaker who provides care for a
child in the child’s home, a nonregistered child care home, or a child care facility which is exempt from
licensing or registration.

“Provider error” means and may result from:

1. Presentation for payment of any false or fraudulent claim for services or merchandise;

2. Submittal of false information for the purpose of obtaining greater compensation than that to
which the provider is legally entitled;

3. Failure to report the receipt of a child care assistance payment in excess of that approved by
the department;

4. Charging the department an amount for services rendered over and above what is charged
private pay clients for the same services;

5. Failure to maintain a copy of Form 470-4535, Child Care Assistance Billing/Attendance
Provider Record, signed by the parent and the provider.
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“Recoupment” means the repayment of an overpayment by a payment from the client or provider
or both.

“Relative” means an adult aged 18 or older who is a grandparent, aunt or uncle to the child being
provided child care.

“Supervision” means the care, protection, and guidance of a child.

“Transportation” means the movement of children in a four or more wheeled vehicle designed to
carry passengers, such as a car, van, or bus, between home and facility.

“Unit of service” means a half day which shall be up to 5 hours of service per 24-hour period.

“Vocational training or education” means a training plan which includes a specific goal, that is, high
school completion, improved English skills, or development of specific academic or vocational skills.

Training may be approved for high school completion activities, high school equivalency, adult basic
education, English as a second language, or postsecondary education, up to and including an associate

or a baccalaureate degree program.
[ARC 8506B, IAB 2/10/10, effective 3/1/10; ARC 9651B, IAB 8/10/11, effective 10/1/11; ARC 1525C, IAB 7/9/14, effective 7/1/14]

441—170.2(237A,239B) Eligibility requirements. A person deemed eligible for benefits under this
chapter is subject to all other state child care assistance requirements including, but not limited to,
provider requirements under lowa Code chapter 237A and provider reimbursement methodology. The
department shall determine the number of units of service to be approved.

170.2(1) Financial eligibility. Financial eligibility for child care assistance shall be based on
federal poverty levels as determined by the Office of Management and Budget and on lowa’s median
family income as determined by the U.S. Census Bureau. Poverty guidelines and median family income
amounts are updated annually. Changes shall go into effect for the child care assistance program on
July 1 of each year.

a. Income limits. For initial and ongoing eligibility, a family’s nonexempt gross monthly income
as established in paragraph 170.2(1) “c” cannot exceed:

(1) 145 percent of the federal poverty level applicable to the family size for children needing basic
care, or

(2) 200 percent of the federal poverty level applicable to the family size for children needing
special-needs care, or

(3) 85 percent of lowa’s median family income, if that figure is lower than the standard in
subparagraph (1) or (2).

b.  Exceptions to income limits.

(1) A person who is participating in activities approved under the PROMISE JOBS program is
eligible for child care assistance without regard to income if there is a need for child care services.

(2) A person who is part of the family investment program or whose earned income was taken
into account in determining the needs of a family investment program recipient is eligible for child care
assistance without regard to income if there is a need for child care services.

(3) Protective child care services are provided without regard to income.

(4) In certain cases, the department will provide child care services directed in a court order.

¢.  Determining gross income. Eligibility shall be determined using a projection of income based
on the best estimate of future income. In determining a family’s gross monthly income, the department
shall consider all income received by a family member from sources identified by the U.S. Census Bureau
in computing median income, unless excluded under paragraph 170.2(1) “d.”

(1) Income considered shall include wages or salary, net profit from farm or nonfarm
self-employment, social security, dividends, interest, income from estates or trusts, net rental income and
royalties, public assistance or welfare payments, pensions and annuities, unemployment compensation,
workers’ compensation, alimony, child support, veterans pensions, cash payments, casino profits,
railroad retirement, permanent disability insurance, strike pay and living allowance payments made
to participants of the AmeriCorps program. ‘“Net profit from self-employment” means gross income
less the costs of producing the income other than depreciation. A net loss in self-employment income
cannot be offset from other earned or unearned income.


https://www.legis.iowa.gov/docs/ico/chapter/237A.pdf
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(2) For migrant seasonal farm workers, the monthly gross income shall be determined by
calculating the total amount of income earned in a 12-month period preceding the date of application
and dividing the total amount by 12.

(3) When income received weekly or once every two weeks is projected for future months, income
shall be projected by adding all income received in the period being used for the projection and dividing
the result by the number of instances of income received in that period. The result shall be multiplied
by four if the income is received weekly, or by two if the income is received biweekly, regardless of the
number of weekly or biweekly payments to be made in future months.

d.  Income exclusions. The following sources are excluded from the computation of monthly gross
income:

(1) Per capita payments from or funds held in trust in satisfaction of a judgment of the Indian
Claims Commission or the court of claims.

(2) Payments made pursuant to the Alaska Claims Settlement Act, to the extent the payments are
exempt from taxation under Section 21(a) of the Act.

(3) Money received from the sale of property, unless the person was engaged in the business of
selling property.

(4) Withdrawals of bank deposits.

(5) Money borrowed.

(6) Tax refunds.

(7) Gifts.

(8) Lump-sum inheritances or insurance payments or settlements.

(9) Capital gains.

(10) The value of the food assistance allotment under the Food and Nutrition Act of 2008.

(11) The value of USDA donated foods.

(12) The value of supplemental food assistance under the Child Nutrition Act of 1966 and the special
food program for children under the National School Lunch Act.

(13) Earnings of a child 14 years of age or younger.

(14) Loans and grants obtained and used under conditions that preclude their use for current living
expenses.

(15) Any grant or loan to any undergraduate student for educational purposes made or insured under
the Higher Education Act.

(16) Home produce used for household consumption.

(17) Earnings received by any youth under the Workforce Investment Act (WIA).

(18) Stipends received for participating in the foster grandparent program.

(19) The first $65 plus 50 percent of the remainder of income earned in a sheltered workshop or
work activity setting.

(20) Payments from the Low-Income Home Energy Assistance Program.

(21) Agent Orange settlement payments.

(22) The income of the parents with whom a teen parent resides.

(23) For children with special needs, income spent on any regular ongoing cost that is specific to
that child’s disability.

(24) Moneys received under the federal Social Security Persons Achieving Self-Sufficiency (PASS)
program or the Income-Related Work Expense (IRWE) program.

(25) Income received by a Supplemental Security Income recipient if the recipient’s earned income
was considered in determining the needs of a family investment program recipient.

(26) The income of a child who would be in the family investment program eligible group except
for the receipt of Supplemental Security Income.

(27) Any adoption subsidy payments received from the department.

(28) Federal or state earned income tax credit.

(29) Payments from the lowa individual assistance grant program (IIAGP).

(30) Payments from the transition to independence program (TIP).
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(31) Payments to volunteers participating in the Volunteers in Service to America (VISTA) program.
EXCEPTION: This exemption will not be applied when the director of ACTION determines that the value
of all VISTA payments, adjusted to reflect the number of hours the volunteer is serving, is equivalent
to or greater than the minimum wage then in effect under the Fair Labor Standards Act of 1938 or the
minimum wage under the laws of the state where the volunteer is serving, whichever is greater.

(32) Reimbursement from the employer for job-related expenses.

(33) Stipends from the preparation for adult living (PAL) program.

(34) Payments from the subsidized guardianship waiver program.

(35) The earnings of a child aged 18 or under who is a full-time student.

(36) Census earnings received by temporary workers from the Bureau of the Census.

(37) Payments for major disaster and emergency assistance provided under the Disaster Relief Act
0f 1974 as amended by Public Law 100-707, the Disaster Relief and Emergency Assistance Amendments
of 1988.

e.  Family size. The following people shall be included in the family size for the determination of
eligibility:

(1) Legal spouses (including common law) who reside in the same household.

(2) Natural mother or father, adoptive mother or father, or stepmother or stepfather, and children
who reside in the same household.

(3) A child or children who live with a person or persons not legally responsible for the child’s
support.

f Effect of temporary absence. The composition of the family does not change when a family
member is temporarily absent from the household. “Temporary absence” means:

(1) An absence for the purpose of education or employment.

(2) An absence due to medical reasons that is anticipated to last less than three months.

(3) Any absence when the person intends to return home within three months.

170.2(2) General eligibility requirements. In addition to meeting financial requirements, the child
needing services must meet age, citizenship, and residency requirements. Each parent in the household
must have at least one need for service and shall cooperate with the department's quality control review
and with investigations conducted by the department of inspections and appeals.

a. Age. Child care shall be provided only to children up to age 13, unless they are children with
special needs, in which case child care shall be provided up to age 19.

b.  Need for service. Except for assistance provided under subparagraph 170.2(2)“d”(3),
assistance shall be provided to a two-parent family only during the parents’ coinciding hours of
participation in training, employment, or job search. Each parent in the household shall meet one or
more of the following requirements:

(1) The parent is in academic or vocational training. Training shall be on a full-time basis. The
training facility shall define what is considered as full-time. Part-time training may be approved only if
the number of credit hours to complete training is less than that required for full-time status, the required
prerequisite credits or remedial course work is less than that required for full-time status, or training is not
offered on a full-time basis. Child care services may be provided for the parent’s hours of participation
in the academic or vocational training and for actual travel time between the child care location and the
training facility.

1. Child care provided while the parent participates in postsecondary education leading up to and
including a baccalaureate degree program or vocational training shall be limited to a 24-month lifetime
limit. A month is defined as a fiscal month or part thereof and shall generally have starting and ending
dates that fall within two adjacent calendar months but shall only count as one month. Time spent in
high school completion, adult basic education, high school equivalency, or English as a second language
does not count toward the 24-month limit. PROMISE JOBS child care allowances provided while the
parent is a recipient of the family investment program and participating in PROMISE JOBS components
in postsecondary education or training shall count toward the 24-month lifetime limit.

2. Payment shall not be approved for child-care during training in the following circumstances:
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e  Labor market statistics for a local area indicate low employment potential for workers with
that training. Exceptions may be made when the parent has a job offer before entering the training or
if a parent is willing to relocate after training to an area where there is employment potential. Parents
willing to relocate must provide documentation from the department of workforce development, private
employment agencies, or employers that jobs paying at least minimum wage for which training is being
requested are available in the locale specified by the parent.

e  The training is for jobs paying less than minimum wage.

e A parent who possesses a baccalaureate degree wants to take additional college coursework
unless the coursework is to obtain a teaching certificate or complete continuing education units.

e  The course or training is one that the parent has previously completed.

e  The parent was previously unable to maintain the cumulative grade point average required by
the training or academic facility in the same training for which application is now being made. This does
not apply to parents under the age of 18 who are enrolled in high school completion activities.

e  The education is in a field in which the parent will not be able to be employed due to known
criminal convictions or founded child or dependent adult abuse.

e  The parent wants to participate in on-line or distance learning from the parent’s own home, and
the training facility does not require specified hours of attendance.

(2) The parent is employed 28 or more hours per week or an average of 28 or more hours per week
during the month. Child care services may be provided for the hours of employment and for actual travel
time between the child care location and the place of employment. If the parent works a shift consisting
of at least six hours of employment between the hours of 8 p.m. and 6 a.m. and needs to sleep during
daytime hours, child care services may also be provided to allow the parent to sleep during daytime
hours.

(3) The parent has a child with protective needs for child care.

(4) The parent is absent from the home due to inpatient hospitalization or outpatient treatment
because of physical or mental illness, or is present but due to medical incapacity is unable to care for the
child or participate in work or training, as verified by a physician.

1. Eligibility under this paragraph is limited to parents who become medically incapacitated
while eligible for child care assistance based on the need criteria in subparagraph 170.2(2)“b (1) or
170.2(2) “b(2).

2. Child care assistance shall continue to be available for up to 30 consecutive days after the
parent becomes medically incapacitated. Assistance beyond 30 days may be approved by the service
area manager or designee if extenuating circumstances are verified by a physician.

3. The number of units of service authorized shall be determined as follows:

e  For a single parent family or for a two-parent family where both parents are incapacitated, the
number of units authorized for the period of incapacity shall not exceed the number of units authorized
for the family before the onset of incapacity.

e  For a two-parent family where only one parent is incapacitated, the units of service authorized
shall be based on the need of the parent who is not incapacitated.

(5) The parent is looking for employment. Child care for job search hours shall be limited to only
those hours the parent is actually looking for employment including travel time.

1. A job search plan shall be approved by the department and be limited to a maximum of 30
consecutive calendar days in a 12-month period. EXCEPTION: Additional job search hours may be paid
for PROMISE JOBS participants if approved by the PROMISE JOBS worker.

2. Documentation of job search contacts shall be furnished to the department. The department
may enter into a nonfinancial coordination agreement for information exchange concerning job search
documentation.

(6) The parent needs child care services due to participation in activities approved under the
PROMISE JOBS program.

(7) The family is part of the family investment program and there is a need for child care services
due to employment or participation in vocational training or education. A family who meets this
requirement due to employment is not required to work a minimum number of hours. If a parent in a
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family investment program household remains in the home, child care assistance can be paid if that
parent receives Supplemental Security Income.

(8) The parent is employed and participating in academic or vocational training for 28 or more
hours per week or an average of 28 or more hours per week in the aggregate, during the month. Child
care services may be provided for the hours of employment, the hours of participation in academic or
vocational training and for actual travel time between the child care location and the place of employment
or training. All of the requirements relating to academic or vocational training found at subparagraph
170.2(2) “b (1), except for the requirement to be enrolled full-time, apply to the part-time training in
this subparagraph.

¢.  Residency. To be eligible for child care services, the person must be living in the state of lowa.
“Living in the state” shall include those persons living in lowa for a temporary period, other than for the
purpose of vacation.

d.  Citizenship. As a condition of eligibility, the applicant shall attest to the child’s citizenship or
alien status by signing Form 470-3624 or 470-3624(S), Child Care Assistance Application, or Form
470-0462 or 470-0462(S), Health and Financial Support Application. Child care assistance payments
may be made only for a child who:

(1) Is a citizen or national of the United States; or

(2) Is a qualified alien as defined at 8 U.S.C. Section 1641. The applicant shall furnish
documentation of the alien status of any child declared to be a qualified alien. A child who is a qualified
alien is not eligible for child care assistance for a period of five years beginning on the date of the
child’s entry into the United States with qualified alien status.

EXCEPTION: The five-year prohibition from receiving assistance does not apply to:

1. Qualified aliens described at 8 U.S.C. Section 1613; or

2. Qualified aliens as defined at 8 U.S.C. Section 1641 who entered the United States before
August 22, 1996.

e.  Cooperation. Parents shall cooperate with the department when the department selects
the family’s case for quality control review to verify eligibility. Parents shall also cooperate with
investigations conducted by the department of inspections and appeals to determine whether information
supplied by the parent regarding eligibility for child care assistance is complete and correct. (See
481—Chapter 72.)

(1) Failure to cooperate shall serve as a basis for cancellation or denial of the family’s child care
assistance.

(2) Once denied or canceled for failure to cooperate, the family may reapply but shall not be
considered for approval until cooperation occurs.

170.2(3) Priority for assistance. Child care services shall be provided only when funds are
available. Funds available for child care assistance shall first be used to continue assistance to families
currently receiving child care assistance and to families with protective child care needs. When funds
are insufficient, families applying for services must meet the specific requirements in this subrule.

a.  Priority groups. As funds are determined available, families shall be served on a statewide basis
from a service-area-wide waiting list as specified in subrule 170.3(4) based on the following schedule in
descending order of prioritization.

(1) Families with an income at or below 100 percent of the federal poverty level whose members,
for at least 28 hours per week in the aggregate, are employed or are participating at a satisfactory level in
an approved training program or educational program, and parents with a family income at or below 100
percent of the federal poverty level who are under the age of 21 and are participating in an educational
program leading to a high school diploma or equivalent.

(2) Parents under the age of 21 with a family income at or below 100 percent of the federal
poverty guidelines who are participating, at a satisfactory level, in an approved training program or in
an education program.

(3) Families with an income of more than 100 percent but not more than 145 percent of the federal
poverty guidelines whose members, for at least 28 hours per week in the aggregate, are employed or are
participating at a satisfactory level in an approved training program or educational program.
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(4) Families with an income at or below 200 percent of the federal poverty guidelines whose
members are employed at least 28 hours per week with a special-needs child as a member of the family.

b.  Exceptions to priority groups. The following are eligible for child care assistance
notwithstanding waiting lists for child care services:

(1) Families with protective child care needs.

(2) Recipients of the family investment program or those whose earned income was taken into
account in determining the needs of family investment program recipients.

(3) Families that receive a state adoption subsidy for a child.

c.  Effect on need for service. Families approved under a priority group are not required to meet
the requirements in paragraph 170.2(2) “b” except at review or redetermination.

170.2(4) Reporting changes. The parent must report any changes in circumstances affecting these
eligibility requirements and changes in the choice of provider to the department worker or the PROMISE
JOBS worker within ten calendar days of the change.

a. If the change is timely reported within ten calendar days, the effective date of the change shall
be the date when the change occurred.

b.  If the change is not timely reported, the effective date of the change shall be the date when the

change is reported to the department office or PROMISE JOBS office.
[ARC 8506B, TAB 2/10/10, effective 3/1/10; ARC 9651B, IAB 8/10/11, effective 10/1/11; ARC 1525C, TAB 7/9/14, effective 7/1/14]

441—170.3(237A,239B) Application and determination of eligibility.

170.3(1) Application process.

a. Application for child care assistance may be made at any local office of the department on:

(1) Form 470-3624 or 470-3624(S), Child Care Assistance Application,

(2) Form 470-0462 or 470-0462(S), Health and Financial Support Application, or

(3) Form 470-4377 or 470-4377(S), Child Care Assistance Review, when returned after the end of
the certification period.

b.  The application may be filed by the applicant, by the applicant’s authorized representative or,
when the applicant is incompetent or incapacitated, by a responsible person acting on behalf of the
applicant.

c¢.  The date of application is the date a signed application form containing a legible name and
address is received in the department office. An electronic or paper application delivered to a closed
office is considered to be received on the first day following the day the office was last open that is not
a weekend or state holiday.

d. Families who are determined eligible for child care assistance shall be approved for a
certification period of no longer than six months. Families who fail to complete the review and
redetermination process as described at subrule 170.3(5) will lose eligibility at the end of the certification
period.

170.3(2) Exceptions to application requirement. An application is not required for:

a. A person who is participating in activities approved under the PROMISE JOBS program.

b.  Recipients of the family investment program or those whose earned income was taken into
account in determining the needs of family investment program recipients. The date of application is the
date the family requests child care assistance from the department.

c.  Children with protective needs.

d.  Child care services provided under a court order.

e. Families whose application has been denied for failure to provide requested information who
have provided all necessary information to determine eligibility within 14 days of the denial of the
application, or by the next working day if the fourteenth day falls on a weekend or state holiday.

170.3(3) Application processing. The department shall approve or deny an application as soon as
possible, but no later than 30 days following the date the application was received. This time limit
shall apply except in unusual circumstances, such as when the department and the applicant have made
every reasonable effort to secure necessary information that has not been supplied by the date the time
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limit expires, or because of emergency situations, such as fire, flood or other conditions beyond the
administrative control of the department.

a. The department worker or PROMISE JOBS worker shall determine the number of units of
service authorized for each eligible family and shall:

(1) Inform the family through the notice of decision; and

(2) Inform the family’s provider through the notice of decision or through Form 470-4444,
Certificate of Enrollment.

b.  The department shall issue a written notice of decision to the applicant by the next working day
following a determination of eligibility.

c¢.  The effective date of assistance shall be the date of application or the date the need for service
began, whichever is later. When an application is not required as described under subrule 170.3(2), the
effective date shall be as follows:

(1) For a person participating in activities under the PROMISE JOBS program, the effective date
of child care assistance shall be the date the person becomes a PROMISE JOBS participant as defined
in rule 441—93.1(239B) or the date the person has a need for child care assistance to participate in an
approved PROMISE JOBS activity as described in 441—Chapter 93, whichever is later.

(2) For a family receiving family investment program benefits, the effective date of child care
assistance shall be no earlier than the effective date of family investment program benefits, or 30 days
before the date of application for child care assistance, or the date the need for service began, whichever
is the latest.

(3) For a family with protective service needs, the effective date of assistance shall be the date the
family signs Form 470-0615 or 470-0615(S), Application for All Social Services.

(4) When child care services are provided under a court order, the effective date of assistance shall
be the date specified in the court order or the date of the court order if no date is specified.

(5) For a family whose application was denied for failure to provide requested information but
who provides all information necessary to determine eligibility, including verification of all changes
in circumstances, within 14 days of the denial, the effective date of assistance shall be the date that all
information required to establish eligibility is provided. If the fourteenth calendar day falls on a weekend
or state holiday, the family shall have until the next business day to provide the information.

170.3(4) Waiting lists for child care services. When the department has determined that there may
be insufficient funding, applications for child care assistance shall be taken only for the priority groups
for which funds have been determined available according to subrule 170.2(3).

a. The department shall maintain a log of families applying for child care services that meet the
requirements within the priority groups for which funds may be available.

(1) Each family shall be entered on the logs according to their eligibility priority group and in
sequence of their date of application.

(2) If more than one application is received on the same day for the same priority group, families
shall be entered on the log based on the day of the month of the birthday of the oldest eligible child. The
lowest numbered day shall be first on the log. Any subsequent tie shall be decided by the month of birth,
January being month one and the lowest number.

b.  When the department determines that there is adequate funding, the department shall notify the
public regarding the availability of funds.

170.3(5) Review and redetermination. The department shall redetermine a family’s financial and
general eligibility for child care assistance at least every six months. EXCEPTION: The department shall
redetermine only general eligibility for recipients of the family investment program (FIP), persons whose
earned income was taken into account in determining the needs of FIP recipients, and parents who have
children with protective needs, because these families are deemed financially eligible so long as the FIP
eligibility or need for protective services continues.

a. If FIP or protective services eligibility ends, the department shall redetermine
financial and general eligibility for child care assistance according to the requirements in rule
441—170.2(237A,239B). The redetermination of eligibility shall be completed within 30 days.
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b.  The department shall use information gathered on Form 470-4377 or 470-4377(S), Child Care
Assistance Review, to redetermine eligibility, except when the family is not required to complete a review
form as provided in paragraph 170.3(5)“c.”

(1) The department shall issue a notice of expiration for the child care assistance certification period
on Form 470-4377 or 470-4377(S).

(2) If the family does not return a complete review form to the department by the end of the
certification period, the family must reapply for benefits, except as provided in paragraph 170.3(6) “b.”
A complete review form is Form 470-4377 or 470-4377(S) with all items answered that is signed and
dated by the applicant and is accompanied by all verification needed to determine continued eligibility.

c¢.  Families who have children with protective needs and families who are receiving child care
assistance because the parent is participating in activities under the PROMISE JOBS program are not
required to complete Form 470-4377 or 470-4377(S).

(1) The department shall issue a notice of expiration for the child care assistance certification period
on the notice of decision when the department approves the family’s certification period.

(2) The department shall gather information needed to redetermine general eligibility. If the
department needs information from the family, the department will send a written request to the family.
If the family does not return the requested information by the due date, the family must reapply for
child care assistance, except as provided in paragraph 170.3(6) “b.”

d.  Families who are receiving child care assistance because the parent is seeking employment are
not subject to review requirements because eligibility is limited to 30 consecutive calendar days. This
waiver of the review requirement applies only when the parent who is seeking employment does not
have another need for service.

170.3(6) Reinstatement.

a. Assistance shall be reinstated without a new application when all necessary information is
provided before the effective date of cancellation and eligibility can be reestablished. If there is a change
in circumstances, the change must be verified before the case will be reinstated.

b.  Assistance shall be reinstated without a new application when the case was canceled for
failure to provide requested information but all information necessary to determine eligibility, including
verification of all changes in circumstances, is provided within 14 days of the effective date of
cancellation and eligibility can be reestablished. If the fourteenth calendar day falls on a weekend or
state holiday, the family shall have until the next business day to provide the information. The effective
date of child care assistance shall be the date that all information required to establish eligibility is

provided.
[ARC 8506B, IAB 2/10/10, effective 3/1/10; ARC 9651B, IAB 8/10/11, effective 10/1/11]

441—170.4(237A) Elements of service provision.

170.4(1) Case file. The child welfare case file shall document the eligibility for service under
170.2(2)“b(3).

170.4(2) Fees. Fees for services received shall be charged to clients according to the schedules in
this subrule, except that fees shall not be charged to clients receiving services without regard to income.
The fee is a per-unit charge that is applied to the child in the family who receives the largest number
of units of service. The fee shall be charged for only one child in the family, regardless of how many
children receive assistance.

a. Sliding fee schedule.

(1) The fee schedule shown in the following table is effective for eligibility determinations made
on or after July 1, 2014:
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Unit Fee Based on

Monthly Income According to Family Size Number of Children
in Care
Level 1 2 3 4 5 6 7 8 9 10 1 2 3o
more

>

$924  $1,245 $1,568  $1,889 $2,210  $2,532  $2,853 $3,174 $3,496 $3,817 $0.00 $0.00 $0.00

$973  $1,311 $1,650 $1,988 $2,326  $2,665 $3,003 $3,341 $3,680 $4,018 $0.20 $0.45 $0.70
$1,000 $1,348 $1,696  $2,044 $2,391 $2,740  $3,087 $3.435 $3,783 $4,131 $0.45 $0.70 $0.95
$1,027  $1,384 $1,742  $2,099 $2,456  $2,814 $3,171 $3,528 $3,886 $4,243 $0.70 $0.95 $1.20
$1,056  $1,423 $1,791  $2,158 $2,525  $2,893 $3,260 $3,627 $3,995 $4,362 $0.95 $1.20 $1.45
$1,085 $1,462 $1,840 $2,217 $2,594  $2972 $3,349 $3,726 $4,104 $4.481 $1.20 $1.45 $1.70
$1,115  $1,503 $1,891  $2,279 $2,666  $3,055 $3,443 $3,830 $4,219 $4,606 $1.45 $1.70 $1.95
$1,146  $1,544 $1,943  $2,341 $2,739  $3,138 $3,536 $3,934 $4,334 $4,732 $1.70 $1.95 $2.20
$1,178  $1,587 $1,997 $2,407 $2,816  $3,226 $3,635 $4,044 $4,455 $4864 $1.95 $2.20 $2.45
$1,210 $1,630 $2,052 $2,472 $2,892  $3314 $3,734 $4,155 $4,576 $4,996 $2.20 $2.45 $2.70
$1,244  $1,676 $2,109 $2,541 $2,973  $3,407 $3,839 $4,271 $4,704 $5,136 $2.45 $2.70 $2.95
$1,278  $1,722  $2,167  $2,611 $3,054  $3,500 $3,943 $4,387 $4,832 $5276 $2.70 $2.95 $3.20
$1,313  $1,770 $2,227  $2,684 $3,140  $3,598 $4,054 $4,510 $4,968 $5424 $2.95 $3.20 $3.45
$1,349  $1,818 $2,288  $2,757 $3,225  $3,696 $4,164 $4,633 $5,103 $5,572 $3.20 $3.45 $3.70
$1,387  $1,869 $2,352  $2,834 $3,316  $3,799 $4,281 $4,763 $5,246 $5,728 $3.45 $3.70 $3.95
$1,425  $1,920 $2,416  $2911 $3,406  $3,903 $4,397 $4,892 $5389 $5884 $3.70 $3.95 $4.20
$1,465 $1,974 82,484  $2,993 $3,501 $4,012  $4,521 $5,029 $5,540 $6,049 $3.95 $4.20 $4.45
$1,505  $2,027 $2,551  $3,074 $3,597  $4,121 $4,644 $5,166 $5,691 $6,213 $4.20 $4.45 $4.70
$1,547  $2,084 $2,623  $3,160 $3,698  $4,236 $4,774 $5311 $5.850 $6,387 $4.45 $4.70 $4.95
$1,580  $2,141 $2,694 $3,246 $3,798  $4352 $4,904 $5456 $6,009 $6,561 $4.70 $4.95 $5.20
$1,633  $2,201 $2,770  $3,337 $3,905  $4,474 $5,041 85,608 $6,178 $6,745 $4.95 $520 $5.45
$1,678  $2,261 $2,845  $3,428 $4,011 $4,596  $5,178 $5,761 $6,346 $6,929 $520 $5.45 $5.70
$1,725  $2,324  $2,925 $3,524 $4,123  $4,724 $5323 $5923 $6,523 $7,123 $545 $5.70 $5.95
$1,772  $2,387 $3,005  $3,620 $4,236  $4,853 $5,468 $6,084 $6,701 $7,317 $5.70 $5.95 $6.20
$1,821  $2,454 $3,089  $3,721 $4,354  $4989 $5,621 $6,254 $6,889 $7,522 $5.95 $6.20 $6.45
$1,871  $2,521 $3,173  $3,823 $4,473  $5,125 $5,775 $6,425 $7,076 $7,726 $6.20 $6.45 $6.70
$1,923  $2,592  $3,262  $3,930 $4,598  $5268 $5936 $6,604 $7,275 $7,943 $6.45 $6.70 $6.95
$1,976  $2,662 $3,351  $4,037 $4,723  $5412 $6,098 $6,784 $7.473 $8,159 $6.70 $6.95 $7.20
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(2) To use the chart:

1. Find the family size used in determining income eligibility for service.

2. Move across the monthly income table to the column headed by that number. (See paragraph
“5” if the family has more than ten members.)

3. Move down the column for the applicable family size to the highest figure that is equal to or
less than the family’s gross monthly income. Income at or above that amount (but less than the amount
in the next row) corresponds to the fees in the last three columns of that row.

4. Choose the fee that corresponds to the number of children in the family who receive child care
assistance.

5. When a family has more than ten members, determine the income level by multiplying the
figures in the four-member column for the rows closest to the family’s income level by 0.03. Round the
numbers to the nearest dollar and multiply by the number of family members in excess of ten. Add the
results to the amounts in the ten-member column to determine the threshold amounts.

(3) EXAMPLES:
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1. Family 1 has two members, monthly income of $1,250, and one child in care. Since the income
is at or above the Level A amount but less than the Level B amount, Family 1 pays $0.00 for each unit
of child care service that the child receives.

2. Family 2 has three members, monthly income of $1,650, and one child in care. Since the income
is at or above the Level B amount but less than the Level C amount, Family 2 pays $0.20 for each unit
of child care service that the child receives.

3. Family 3 has three members, monthly income of $1,650, and two children in care. The younger
child receives ten units of child care service per week. The older child is school-aged and receives only
five units of service per week. Since the income is at or above the Level B amount but less than the Level
C amount, Family 3 pays $0.45 for each unit of child care service that the younger child receives.

b.  Collection. The provider shall collect fees from clients.

(1) The provider shall maintain records of fees collected. These records shall be available for audit
by the department or its representative.

(2) When a client does not pay the fee, the provider shall demonstrate that a reasonable effort has
been made to collect the fee. “Reasonable effort to collect” means an original billing and two follow-up
notices of nonpayment.

c.  Inability of client to pay fees. Child care assistance may be continued without a fee, or with a
reduced fee, when a client reports in writing the inability to pay the assessed fee due to the existence of
one or more of the conditions set forth below. Before reducing the fee, the worker shall assess the case
to verify that the condition exists and to determine whether a reduced fee can be charged. The reduced
fee shall then be charged until the condition justifying the reduced fee no longer exists. Reduced fees
may be justified by:

(1) Extensive medical bills for which there is no payment through insurance coverage or other
assistance.

(2) Shelter costs that exceed 30 percent of the household income.

(3) Utility costs not including the cost of a telephone that exceed 15 percent of the household
income.

(4) Additional expenses for food resulting from diets prescribed by a physician.

170.4(3) Method of provision. Parents shall be allowed to exercise their choice for in-home care,
except when the parent meets the need for service under subparagraph 170.2(2)“b”(3), as long as
the conditions in paragraph 170.4(7) “d” are met. When the child meets the need for service under
170.2(2) “b ”(3), parents shall be allowed to exercise their choice of licensed, registered, or nonregistered
child care provider except when the department service worker determines it is not in the best interest
of the child.

The provider must meet one of the applicable requirements set forth below.

a. Licensed child care center. A child care center shall be licensed by the department to meet
the requirements set forth in 441—Chapter 109 and shall have a current Certificate of License, Form
470-0618.

b.  Registered child development home. A child development home shall meet the requirements
for registration set forth in 441—Chapter 110 and shall have a current Certificate of Registration, Form
470-3498.

¢.  Registered family child care home. Rescinded IAB 1/7/04, effective 3/1/04.

d. Relative care. Rescinded IAB 2/6/02, effective 4/1/02.

e.  In-home care. The adult caretaker selected by the parent to provide care in the child’s own home
shall be sent the pamphlet Comm. 95 or Comm. 95(S), Minimum Health and Safety Requirements for
Nonregistered Child Care Home Providers, and Form 470-2890 or 470-2890(S), Payment Application
for Nonregistered Providers. The provider shall complete and sign Form 470-2890 or 470-2890(S)
and return the form to the department before payment may be made. An identifiable application is
an application that contains a legible name and address and that has been signed. Signature on the
form certifies the provider’s understanding of and compliance with the conditions and requirements for
nonregistered providers that include:

(1) Minimum health and safety requirements;
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(2) Limits on the number of children for whom care may be provided,;

(3) Unlimited parental access to the child or children during hours when care is provided, unless
prohibited by court order; and

(4) Conditions that warrant nonpayment.

f- Nonregistered family child care home. The adult caretaker selected by the parent to provide
care in a nonregistered family child care home shall be sent the pamphlet Comm. 95 or Comm. 95(S),
Minimum Health and Safety Requirements for Nonregistered Child Care Home Providers, and Form
470-2890 or 470-2890(S), Payment Application for Nonregistered Providers. The provider shall
complete and sign Form 470-2890 or 470-2890(S) and return the form to the department before payment
may be made. An identifiable application is an application that contains a legible name and address and
that has been signed. Signature on the form certifies the provider’s understanding of and compliance
with the conditions and requirements for nonregistered providers that include:

(1) Minimum health and safety requirements;

(2) Limits on the number of children for whom care may be provided;

(3) Unlimited parental access to the child or children during hours when care is provided, unless
prohibited by court order; and

(4) Conditions that warrant nonpayment.

g Exempt facilities. Child care facilities operated by or under contract to a public or nonpublic
school accredited by the department of education that are exempt from licensing or registration may
receive payment for child care services when selected by a parent.

h.  lowa records checks for nonregistered child care homes and in-home care. If a nonregistered
child care provider or a person who provides in-home care applies to receive public funds as
reimbursement for providing child care for eligible clients, the provider shall complete and submit to
the department Form 470-5143, Towa Department of Human Services Record Check Authorization
Form, for the provider, for anyone having access to a child when the child is alone, and for anyone 14
years of age or older living in the home. The department shall use this form to conduct lowa criminal
history record and child abuse record checks.

(1) The purpose of these checks is to determine whether the person has committed a transgression
that prohibits or limits the person’s involvement with child care.

(2) The department may also conduct criminal and child abuse record checks in other states and
may conduct dependent adult abuse, sex offender registry, and other public or civil offense record checks
in Iowa or in other states.

(3) Records checks shall be repeated for each person subject to the check every two years and when
the department or provider becomes aware of any new transgressions committed by that person.

i.  National criminal history record checks for nonregistered child care homes and in-home
care. If a nonregistered child care provider or a person who provides in-home care applies to receive
public funds as reimbursement for providing child care for eligible clients, the provider shall complete
Form DCI-45, Waiver Agreement, and Form FD-258, Federal Fingerprint Card, for the provider, for
anyone 18 years of age or older who is living in the home, or for anyone having access to a child when
the child is alone.

(1) The provider or other person subject to this check shall submit any other forms required by the
department of public safety to authorize the release of records.

(2) The provider or other person subject to this check is responsible for any costs associated with
obtaining the fingerprints and for submitting the prints to the department.

(3) Fingerprints may be taken (rolled) by law enforcement agencies or by agencies or companies
that specialize in taking fingerprints.

(4) The national criminal history record check shall be repeated for each person subject to the
check every four years and when the department or provider becomes aware of any new transgressions
committed by that person in another state.

(5) The department may rely on the results of previously conducted national criminal history record
checks when a person subject to a record check in one child development home or child care home
submits a request for involvement with child care in another child care home, so long as the person’s
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national criminal history record check is within the allowable four-year time frame. All initial or new
applications shall require a new national criminal history record check.

j. Transgressions. If any person subject to the record checks in paragraph 170.4(3)“h” or
170.4(3)“i” has a record of founded child abuse, dependent adult abuse, a criminal conviction, or
placement on the sex offender registry, the department shall follow the process for prohibition or
evaluation defined at 441—subrule 110.7(3).

(1) Ifany person would be prohibited from registration, employment, or residence, the person shall
not provide child care and is not eligible to receive public funds to do so. The department’s designee
shall notify the applicant.

(2) A person who continues to provide child care in violation of this rule is subject to penalty and
injunction under lowa Code chapter 237A.

170.4(4) Components of service program. Every child eligible for child care services shall receive
supervision, food services, and program and activities, and may receive transportation.

170.4(5) Levels of service according to age. Rescinded IAB 9/30/92, effective 10/1/92.

170.4(6) Provider s individual program plan. Rescinded 1AB 2/10/10, effective 3/1/10.

170.4(7) Payment. The department shall make payment for child care provided to an eligible family
when the family reports their choice of provider to the department and the provider has a completed Form
470-3871 or 470-3871(S), Child Care Assistance Provider Agreement, on file with the department. Both
the child care provider and the department worker shall sign this form.

a.  Rate of payment. The rate of payment for child care services, except for in-home care which
shall be paid in accordance with 170.4(7) “d,” shall be the actual rate charged by the provider for a
private individual, not to exceed the maximum rates shown below. When a provider does not have a
half-day rate in effect, a rate is established by dividing the provider’s declared full-day rate by 2. When
a provider has neither a half-day nor a full-day rate, a rate is established by multiplying the provider’s
declared hourly rate by 4.5. Payment shall not exceed the rate applicable to the provider and age group
in Table I, except for special needs care which shall not exceed the rate applicable to the provider and
age group in Table II. To be eligible for the special needs rate, the provider must submit documentation
to the child’s service worker that the child needing services has been assessed by a qualified professional
and meets the definition for “child with special needs,” and a description of the child’s special needs,
including, but not limited to, adaptive equipment, more careful supervision, or special staff training.

Table I
Half-Day Rate Ceilings for Basic Care
Age Group Child Care Child Development Child Nonregistered
Center Home Category A or B Development Family Home
Home Category C
Infant and Toddler $16.78 $12.98 $12.44 $8.19
Preschool $13.53 $12.18 $12.18 $7.19
School Age $12.18 $10.82 $10.82 $7.36
Table II
Half-Day Rate Ceilings for Special Needs Care
Age Group Child Care Child Development Child Nonregistered
Center Home Category A or B Development Family Home
Home Category C
Infant and Toddler $51.94 $17.05 $13.40 $10.24
Preschool $30.43 $15.83 $13.40 $ 8.99
School Age $30.34 $14.61 $12.18 $9.20

The following definitions apply in the use of the rate tables:
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(1) “Child care center” shall mean those providers as defined in 170.4(3) “a” and “g. ” “Registered
child development home” shall mean those providers as defined in 170.4(3) “b. ” “Nonregistered family
child care home” shall mean those providers as defined in 170.4(3) .~

(2) Under age group, “infant and toddler” shall mean age two weeks to two years; “preschool”
shall mean two years to school age; “school age” shall mean a child in attendance in full-day or half-day
classes.

b.  Payment for days of absence. Payment may be made to a child care provider defined in subrule
170.4(3) for an individual child not in attendance at a child care facility not to exceed four days per
calendar month providing that the child is regularly scheduled on those days and the provider also charges
a private individual for days of absence.

c.  Payment for multiple children in a family. When a provider reduces the charges for the second
and any subsequent children in a family with multiple children whose care is unsubsidized, the rate of
payment made by the department for a family with multiple children shall be similarly reduced.

d.  Payment for in-home care. Payment may be made for in-home care when there are three or
more children in a family who require child care services. The rate of payment for in-home care shall
be the minimum wage amount.

e.  Limitations on payment. Payment shall not be made for therapeutic services that are provided
in the care setting and include, but are not limited to, services such as speech, hearing, physical and other
therapies, individual or group counseling, therapeutic recreation, and crisis intervention.

f Review of the calculation of the rate of payment. Maximum rate ceilings are not appealable. A
provider who is in disagreement with the calculation of the half-day rate as set forth in 170.4(7) “a” may
request a review. The procedure for review is as follows:

(1) Within 15 calendar days of notification of the rate in question, the provider shall send a written
request for review to the service area manager. The request shall identify the specific rate in question
and the methodology used to calculate the rate. The service manager shall provide a written response
within 15 calendar days of receipt of the request for review.

(2) When dissatisfied with the response, the provider may, within 15 calendar days of the response,
request a review by the chief of the bureau of financial support. The provider shall submit to the bureau
chief the original request, the response received, and any additional information desired. The bureau
chief shall render a decision in writing within 15 calendar days of receipt of the request.

(3) The provider may appeal the decision to the director of the department or the director’s
designee within 15 calendar days of the decision. The director or director’s designee shall issue the
final department decision within 15 calendar days of receipt of the request.

g Submission of claims. The department shall issue payment when the provider submits correctly
completed documentation of attendance and charges. The department shall pay for no more than the
number of units of service authorized in the notice of decision issued pursuant to subrule 170.3(3).
Providers shall submit a claim in one of the following ways:

(1) Using Form 470-4534, Child Care Assistance Billing/Attendance; or

(2) Using an electronic request for payment submitted through the KinderTrack system. Providers
using this method shall print Form 470-4535, Child Care Assistance Billing/Attendance Provider Record,
to be signed by the provider and the parent. The provider shall keep the signed Form 470-4535 for a

period of five years after the billing date.

[ARC 7837B, IAB 6/3/09, effective 7/1/09; ARC 8506B, IAB 2/10/10, effective 3/1/10; ARC 9490B, IAB 5/4/11, effective 7/1/11;
ARC 9651B, IAB 8/10/11, effective 10/1/11; ARC 0152C, IAB 6/13/12, effective 7/18/12; ARC 0546C, IAB 1/9/13, effective 1/1/13;
ARC 0715C, IAB 5/1/13, effective 7/1/13; ARC 0825C, IAB 7/10/13, effective 7/1/13; ARC 0854C, IAB 7/24/13, effective 7/1/13;
ARC 1063C, IAB 10/2/13, effective 11/6/13; ARC 1446C, IAB 4/30/14, effective 7/1/14]

441—170.5(237A) Adverse actions.

170.5(1) Provider agreement. The department may refuse to enter into or may revoke the Child Care
Assistance Provider Agreement, Form 470-3871 or 470-3871(S), if any of the following occur:

a. The department finds a hazard to the safety and well-being of a child, and the provider cannot
or refuses to correct the hazard.

b.  The provider has submitted claims for payment for which the provider is not entitled.
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c¢.  Theprovider fails to cooperate with an investigation conducted by the department of inspections
and appeals to determine whether information the provider supplied to the department regarding payment
for child care services is complete and correct. Once the agreement is revoked for failure to cooperate,
the department shall not enter into a new agreement with the provider until cooperation occurs.

d.  The provider does not meet one of the applicable requirements set forth in subrule 170.4(3).

170.5(2) Denial. Child care assistance shall be denied when the department determines that:

a. The client is not in need of service; or

b.  The client is not financially eligible; or

c.  There is another resource available to provide the service or a similar service free of charge that
allows parents to select from the full range of eligible providers; or

d.  Anapplication is required and the client or representative refuses or fails to sign the application
form; or

e.  Funding is not available; or

£ The client refuses or fails to supply information or verification requested or to request
assistance and authorize the department to secure the required information or verification from other
sources (signing a general authorization for release of information to the department does not meet this
responsibility); or

g The client fails to cooperate with a quality control review or with an investigation conducted
by the department of inspections and appeals.

170.5(3) Termination. Child care assistance may be terminated when the department determines
that:

a.  The client no longer meets the eligibility criteria in subrule 170.2(2); or

b.  The client’s income exceeds the financial guidelines; or

c.  The client refuses or fails to supply information or verification requested or to request
assistance and authorize the department to secure the required information or verification from other
sources (signing a general authorization for release of information to the department does not meet this
responsibility); or

d.  No payment or only partial payment of client fees has been received within 30 days following
the issuance of the last billing; or

e.  Another resource is available to provide the service or a similar service free of charge that
allows parents to select from the full range of eligible providers; or

£ Funding is not available; or

g The client fails to cooperate with a quality control review or with an investigation conducted
by the department of inspections and appeals.

170.5(4) Reduction. Authorized units of service may be reduced when the department determines
that:

a. Continued provision of service at the current level is not necessary to meet the client’s service
needs; or

b.  Another resource is available to provide the same or similar service free of charge that will meet
the client’s needs and allow parents to select from the full range of eligible providers; or

c¢. Funding is not available to continue the service at the current level. When funding is not
available, the department may limit on a statewide basis the number of units of child care services for

which payment will be made.
[ARC 7740B, IAB 5/6/09, effective 6/10/09; ARC 8506B, IAB 2/10/10, effective 3/1/10; ARC 9651B, IAB 8/10/11, effective 10/1/11]

441—170.6(237A) Appeals. Notice of adverse actions and the right of appeal shall be given in
accordance with 441—Chapter 7.

441—170.7(237A) Provider fraud.
170.7(1) Fraud. The department shall consider a child care provider to have committed fraud when:



IAC 7/9/14 Human Services[441] Ch 170, p.17

a. The department of inspections and appeals, in an administrative or judicial proceeding, has
found the provider to have obtained by fraudulent means child care assistance payment in an amount in
excess of $1,000; or

b.  The provider has agreed to entry of a civil judgment or judgment by confession that includes a
conclusion of law that the provider has obtained by fraudulent means child care assistance payment in
an amount in excess of $1,000.

170.7(2) Potential sanctions. Providers found to have committed fraud shall be subject to one or
more of the following sanctions, as determined by the department:

a. Special review of the provider’s claims for child care assistance.

b.  Suspension from receipt of child care assistance payment for six months.

c.  Ineligibility to receive payment under child care assistance.

170.7(3) Factors considered in determining level of sanction. The department shall evaluate the
following factors in determining the sanction to be imposed:

a.  History of prior violations.

(1) Ifthe provider has no prior violations, the sanction imposed shall be a special review of provider
claims.

(2) If'the provider has one prior violation, the sanction imposed shall be a suspension from receipt
of child care assistance payment for six months as well as a special review of provider claims.

(3) If'the provider has more than one prior violation, the sanction imposed shall be ineligibility to
receive payment under child care assistance.

b.  Prior imposition of sanctions.

(1) If the provider has not been sanctioned before, the sanction imposed shall be a special review
of the provider’s claims for child care assistance.

(2) If the provider has been sanctioned once before, the sanction imposed shall be a suspension
from receipt of child care assistance payment for six months as well as a special review of provider
claims.

(3) If the provider has been sanctioned more than once before, the sanction imposed shall be
ineligibility to receive payment under child care assistance.

c.  Seriousness of the violation.

(1) If the amount fraudulently received is less than $5,000, the sanction level shall be determined
according to paragraphs “a” and “b.”

(2) If the amount fraudulently received is $5,000 or more, and the sanction determined according
to paragraphs “a” and “b” is review of provider claims, the sanction imposed shall be suspension from
receipt of child care assistance payment.

(3) If the amount fraudulently received is $5,000 or more, and the sanction determined according
to paragraphs “a” and “b” is suspension from receipt of child care assistance payment, the sanction
imposed shall be ineligibility to receive payment under child care assistance.

d.  Extent of the violation.

(1) If the fraudulent claims involve five invoices or less or five months or less, the sanction level
shall be determined according to paragraphs “a” and “b.”

(2) Ifthe fraudulent claims involve at least six invoices or six months, and the sanction determined
according to paragraphs “a” and “b” is review of provider claims, the sanction imposed shall be
suspension from receipt of child care assistance payment.

(3) Ifthe fraudulent claims involve at least six invoices or six months, and the sanction determined
according to paragraphs “a” and “b” is suspension from receipt of child care assistance payment, the
sanction imposed shall be ineligibility to receive payment under child care assistance.

170.7(4) Mitigating factors.

a. Ifthe sanction determined according to subrule 170.7(3) is suspension from or ineligibility for
receipt of child care assistance payment, the department shall determine whether it is appropriate to
reduce the level of a sanction for the particular case, considering:

(1) Prior provision of provider education.

(2) Provider willingness to obey program rules.
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b.  Ifthe sanction determined according to subrule 170.7(3) is ineligibility for receipt of child care
assistance payment, but consideration of the two factors in paragraph “a” indicates that a lesser sanction
will resolve the violation, the sanction imposed shall be:

(1) Suspension from receipt of child care assistance payment for six months; and

(2) A special review of provider claims.

c.  If the sanction determined according to subrule 170.7(3) is suspension from receipt of child

care assistance payment, but consideration of the two factors in paragraph “a” indicates that a lesser
sanction will resolve the violation, the sanction imposed shall be a special review of provider claims.

441—170.8(234) Allocation of funds. Rescinded IAB 2/6/02, effective 4/1/02.

441—170.9(237A) Child care assistance overpayments. All child care assistance overpayments shall
be subject to recoupment.

170.9(1) Notification and appeals. All clients or providers shall be notified as described at subrule
170.9(6), when it is determined that an overpayment exists. Notification shall include the amount, date
and reason for the overpayment. The department shall provide additional information regarding the
computation of the overpayment upon the client’s or provider’s request. The client or provider may
appeal the computation of the overpayment and any action to recover the overpayment in accordance
with 441—subrule 7.5(9).

170.9(2) Determination of overpayments. All overpayments due to client, provider, or agency error
or due to benefits or payments issued pending an appeal decision shall be recouped. Overpayments shall
be computed as if the information had been acted upon timely.

170.9(3) Benefits or payments issued pending appeal decision. Recoupment of overpayments
resulting from benefits or payments issued pending a decision on an appeal hearing shall not occur until
after a final appeal decision is issued affirming the department.

170.9(4) Failure to cooperate. Failure by the client to cooperate in the investigation of alleged
overpayments shall result in ineligibility for the months in question and the overpayment shall be
the total amount of assistance received during those months. Failure by the provider to cooperate in
the investigation of alleged overpayments shall result in payments being recouped for the months in
question.

170.9(5) Payment agreement. The client or provider may choose to make a lump-sum payment or
make periodic installment payments as agreed to on the notification form issued pursuant to subrule
170.9(6). Failure to negotiate an approved payment agreement may result in further collection action as
outlined in 441—Chapter 11.

170.9(6) Procedures for recoupment.

a. When the department determines that an overpayment exists, the department shall refer the
case to the department of inspections and appeals for investigation, recoupment, or referral for possible
prosecution.

b.  The department of inspections and appeals shall initiate recoupment by notifying the debtor of
the overpayment on Form 470-4530, Notice of Child Care Assistance Overpayment.

c¢.  When financial circumstances change, the department of inspections and appeals has the
authority to revise the recoupment plan.

d.  Recoupment for overpayments due to client error or due to an agency error that affected
eligibility shall be made from the parent who received child care assistance at the time the overpayment
occurred. When two parents were in the home at the time the overpayment occurred, both parents are
equally responsible for repayment of the overpayment.

e. Recoupment for overpayments due to provider error or due to an agency error that affected
benefits shall be made from the provider.
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170.9(7) Suspension and waiver. Recoupment will be suspended on nonfraud overpayments when
the amount of the overpayment is less than $35. Recoupment will be waived on nonfraud overpayments

of less than $35 which have been held in suspense for three years.
[ARC 9651B, IAB 8/10/11, effective 10/1/11]

These rules are intended to implement Iowa Code sections 237A.13 and 237A.29.
[Filed 7/3/79, Notice 12/27/78—published 7/25/79, effective 9/1/79]
[Filed 7/18/80, Notice 3/5/80—published 8/6/80, effective 9/10/80]
[Filed 12/19/80, Notice 10/29/80—published 1/7/81, effective 2/11/81]
[Filed 1/16/81, Notice 12/10/80—published 2/4/81, effective 4/1/81]
[Filed 4/29/82, Notice 3/3/82—published 5/26/82, effective 7/1/82]
[Filed 5/21/82, Notice 3/31/82—published 6/9/82, effective 8/1/82]
[Filed emergency 9/23/82—published 10/13/82, effective 9/23/82]
[Filed emergency 6/17/83—published 7/6/83, effective 7/1/83]
[Filed emergency 2/10/84—published 2/29/84, effective 2/10/84]
[Filed 1/15/87, Notice 12/3/86—published 2/11/87, effective 4/1/87]
[Filed 9/21/88, Notice 8/10/88—published 10/19/88, effective 12/1/88]
[Filed emergency 6/8/89 after Notice of 5/3/89—published 6/28/89, effective 7/1/89]
[Filed emergency 6/8/89—published 6/28/89, effective 7/1/89]
[Filed 8/17/89, Notice 6/28/89—published 9/6/89, effective 11/1/89]
[Filed 9/15/89, Notice 8/9/89—published 10/4/89, effective 12/1/89]
[Filed emergency 10/10/91—published 10/30/91, effective 11/1/91]
[Filed 12/11/91, Notice 10/30/91—published 1/8/92, effective 3/1/92]
[Filed emergency 9/11/92—published 9/30/92, effective 10/1/92]
[Filed 11/10/92, Notice 9/30/92—published 12/9/92, effective 2/1/93]
[Filed emergency 6/11/93—published 7/7/93, effective 7/1/93]
[Filed 8/12/93, Notice 7/7/93—published 9/1/93, effective 11/1/93]
[Filed emergency 10/14/93—published 11/10/93, effective 12/1/93]
[Filed 12/16/93, Notice 11/10/93—published 1/5/94, effective 3/1/94]
[Filed emergency 6/16/94—published 7/6/94, effective 7/1/94]
[Filed 8/12/94, Notice 7/6/94—published 8/31/94, effective 11/1/94]
[Filed emergency 6/7/95—published 7/5/95, effective 7/1/95]
[Filed 8/10/95, Notice 7/5/95—published 8/30/95, effective 11/1/95]
[Filed emergency 6/13/96—published 7/3/96, effective 7/1/96]
[Filed emergency 7/10/96—published 7/31/96, effective 8/1/96]
[Filed 9/17/96, Notices 7/3/96, 7/31/96—published 10/9/96, effective 12/1/96]
[Filed 4/11/97, Notice 2/26/97—published 5/7/97, effective 7/1/97]
[Filed emergency 6/12/97—published 7/2/97, effective 7/1/97]
[Filed 8/13/97, Notice 7/2/97—published 9/10/97, effective 11/1/97]
[Filed 9/16/97, Notice 7/16/97—published 10/8/97, effective 12/1/97]
[Filed 5/13/98, Notice 3/25/98—published 6/3/98, effective 8/1/98]
[Filed 8/12/98, Notice 6/17/98—published 9/9/98, effective 11/1/98]
[Filed 2/10/99, Notice 12/16/98—published 3/10/99, effective 5/1/99]
[Filed emergency 6/10/99—published 6/30/99, effective 7/1/99]
[Filed 8/12/99, Notice 6/30/99—published 9/8/99, effective 11/1/99]
[Filed 2/9/00, Notice 12/29/99—published 3/8/00, effective 5/1/00]
[Filed emergency 6/8/00—published 6/28/00, effective 7/1/00]
[Filed 8/9/00, Notice 6/14/00—published 9/6/00, effective 11/1/00]
[Filed 2/14/01, Notice 11/29/00—published 3/7/01, effective 5/1/01]
[Filed 5/9/01, Notice 3/21/01—published 5/30/01, effective 8/1/01]
[Filed 1/9/02, Notice 11/28/01—published 2/6/02, effective 4/1/02]
[Filed emergency 6/12/03—published 7/9/03, effective 7/1/03]
[Filed 9/22/03, Notice 7/9/03—published 10/15/03, effective 12/1/03]
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[Filed 12/16/03, Notice 10/29/03—published 1/7/04, effective 3/1/04]
[Filed emergency 5/14/04—published 6/9/04, effective 7/1/04]
[Filed 8/12/04, Notice 6/9/04—published 9/1/04, effective 10/6/04]
[Filed emergency 7/15/05—published 8/3/05, effective 9/1/05]
[Filed 10/21/05, Notice 8/3/05—published 11/9/05, effective 12/14/05]
[Filed emergency 11/16/05—published 12/7/05, effective 12/1/05]
[Filed emergency 5/12/06—published 6/7/06, effective 7/1/06]
[Filed 10/20/06, Notice 8/30/06—published 11/8/06, effective 1/1/07]
[Filed 4/11/07, Notice 2/14/07—published 5/9/07, effective 7/1/07]
[Filed emergency 6/14/07—published 7/4/07, effective 7/1/07]
[Filed 6/13/07, Notice 4/11/07—published 7/4/07, effective 9/1/07]
[Filed emergency 9/12/07—published 10/10/07, effective 9/12/07]
[Filed 9/12/07, Notice 7/4/07—published 10/10/07, effective 11/14/07]
[Filed emergency 3/12/08—published 4/9/08, effective 3/12/08]
[Filed emergency 5/14/08—published 6/4/08, effective 7/1/08]
[Filed 5/16/08, Notice 3/26/08—published 6/18/08, eftective 8/1/08]
[Filed 6/11/08, Notice 4/9/08—published 7/2/08, effective 8/6/08]
[Filed 8/19/08, Notice 7/2/08—published 9/10/08, effective 11/1/08]

[Filed emergency 9/17/08 after Notice 7/16/08—published 10/8/08, effective 10/1/08]
[Filed ARC 7740B (Notice ARC 7590B, IAB 2/25/09), IAB 5/6/09, effective 6/10/09]
[Filed Emergency ARC 7837B, IAB 6/3/09, effective 7/1/09]

[Filed Emergency After Notice ARC 8506B (Notice ARC 8274B, IAB 11/4/09), IAB 2/10/10,
effective 3/1/10]

[Filed Without Notice ARC 9490B, IAB 5/4/11, effective 7/1/11]

[Filed ARC 9651B (Notice ARC 9518B, IAB 5/18/11), IAB 8/10/11, effective 10/1/11]
[Filed Without Notice ARC 0152C, IAB 6/13/12, effective 7/18/12]

[Filed Emergency After Notice ARC 0546C (Notice ARC 0368C, IAB 10/3/12), IAB 1/9/13, effective
1/1/13]

[Filed ARC 0715C (Notice ARC 0566C, IAB 1/23/13), IAB 5/1/13, effective 7/1/13]
[Filed Emergency After Notice ARC 0825C (Notice ARC 0670C, IAB 4/3/13), IAB 7/10/13, effective
7/1/13]

[Filed Emergency ARC 0854C, IAB 7/24/13, effective 7/1/13]

[Filed ARC 1063C (Notice ARC 0852C, IAB 7/24/13), IAB 10/2/13, effective 11/6/13]
[Filed ARC 1446C (Notice ARC 1365C, IAB 3/5/14), IAB 4/30/14, effective 7/1/14]
[Filed Emergency ARC 1525C, IAB 7/9/14, effective 7/1/14]
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HOMELAND SECURITY AND EMERGENCY
MANAGEMENT DEPARTMENT][605]

[Prior to 12/23/92, see Disaster Services Division[607]; renamed Emergency Management Division by
1992 Towa Acts, chapter 1139, section 21]
[Prior to 3/31/04, see Emergency Management Division[605]; renamed Homeland Security and Emergency Management
Division by 2003 Iowa Acts, chapter 179, section 157]
[Prior to 10/16/13, see Homeland Security and Emergency Management Division[605]; renamed Homeland Security and Emergency
Management Department by 2013 Towa Acts, House File 307, section 2]

CHAPTER 1
ORGANIZATION
1.1(29C) Description
1.2(29C) Definitions
CHAPTER 2

PETITIONS FOR RULE MAKING

(Uniform Rules)

2.1(17A) Petition for rule making
2.2(17A) Briefs
2.3(17A) Inquiries
2.4(17A) Consideration
CHAPTER 3

DECLARATORY ORDERS

(Uniform Rules)

3.1(17A) Petition for declaratory order
3.2(17A) Notice of petition
3.3(17A) Intervention
3.4(17A) Briefs
3.5(17A) Inquiries
3.6(17A) Service and filing of petitions and other papers
3.7(17A) Consideration
3.8(17A) Action on petition
3.9(17A) Refusal to issue order
3.10(17A) Contents of declaratory order—effective date
3.11(17A) Copies of orders
3.12(17A) Effect of a declaratory order
CHAPTER 4

AGENCY PROCEDURE FOR RULE MAKING

(Uniform Rules)

4.1(17A) Adoption by reference

CHAPTER 5
FAIR INFORMATION PRACTICES

(Uniform Rules)

5.1(17A) Adoption by reference
5.9(17A,22) Federal records
CHAPTER 6
CONTESTED CASES
6.1(17A) Scope and applicability
6.2(17A) Definitions
6.3(17A) Time requirements
6.4(17A) Requests for contested case proceeding

6.5(17A) Notice of hearing
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6.6(17A)
6.7(17A)

6.8(17A)

6.9(17A)

6.10(17A)
6.11(17A)
6.12(17A)
6.13(17A)
6.14(17A)
6.15(17A)
6.16(17A)
6.17(17A)
6.18(17A)
6.19(17A)
6.20(17A)
6.21(17A)
6.22(17A)
6.23(17A)
6.24(17A)
6.25(17A)
6.26(17A)
6.27(17A)
6.28(17A)
6.29(17A)
6.30(17A)
6.31(17A)

7.1(29C)
7.2(29C)
7.3(29C)
7.4(29C)
7.5(29C)
7.6(29C)
7.7(29C)

8.1(29C,17A)
8.2(29C,17A)
8.3(29C,17A)
8.4(29C,17A)
8.5(29C,17A)
8.6(29C,17A)
8.7(29C,17A)
8.8(29C,17A)

9.1(29C)
9.2(29C)

Emergency Management[605]

Presiding officer

Waiver of procedures

Telephone proceedings
Disqualification
Consolidation—severance
Pleadings

Service and filing of pleadings and other papers
Discovery

Subpoenas

Motions

Prehearing conference
Continuances

Withdrawals

Intervention

Hearing procedures

Evidence

Default

Ex parte communication
Recording costs

Interlocutory appeals

Final decision

Appeals and review

Applications for rehearing

Stays of agency actions

No factual dispute contested cases
Emergency adjudicative proceedings

CHAPTER 7

LOCAL EMERGENCY MANAGEMENT

Scope and purpose

Definitions

Local emergency management commission
Local emergency management coordinator
Commission personnel

Damage assessment and financial assistance for disaster recovery
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CHAPTER 10

ENHANCED 911 TELEPHONE SYSTEMS
[Prior to 4/18/90, see Public Defense[601]Ch 10]
[Prior to 5/12/93, Disaster Services Division[607]Ch 10]

605—10.1(34A) Program description. The purpose of this program is to provide for the orderly
development, installation, and operation of enhanced 911 emergency telephone systems and to provide
a mechanism for the funding of these systems, either in whole or in part. These systems shall be
operated under governmental management and control for the public benefit. These rules shall apply
to each joint E911 service board or alternative 28E entity as provided in lowa Code chapter 34A and
to each provider of enhanced 911 service.

605—10.2(34A) Definitions. As used in this chapter, unless context otherwise requires:

“Access line” means an exchange access line that has the ability to access dial tone and reach a
public safety answering point.

“Automatic location identification (ALI)” means a system capability that enables an automatic
display of information defining a geographical location of the telephone used to place the 911 call.

“Automatic number identification (ANI)” means a capability that enables the automatic display of
the number of the telephone used to place the 911 call.

“Call attendant” means the person who initially answers a 911 call.

“Call detail recording ” means a means of establishing chronological and operational accountability
for each 911 call processed, consisting minimally of the caller’s telephone number, the date and time the
911 telephone equipment established initial connection (trunk seizure), the time the call was answered,
the time the call was transferred (if applicable), the time the call was disconnected, the trunk line used,
and the identity of the call attendant’s position, also known as an ANI printout.

“Call relay method” means the 911 call is answered at the PSAP, where the pertinent information is
gathered, and the call attendant relays the caller’s information to the appropriate public or private safety
agency for further action.

“Call transfer method” means the call attendant determines the appropriate responding agency and
transfers the 911 caller to that agency.

“Central office (CO)” means a telephone company facility that houses the switching and trunking
equipment serving telephones in a defined area.

“Coin-free access (CFA)” means coin-free dialing or no-coin dial tone which enables a caller to dial
911 or “0” for operator without depositing money or incurring a charge.

“Communications service” means a service capable of accessing, connecting with, or interfacing
with a 911 system by dialing, initializing, or otherwise activating the system exclusively through the
digits 911 by means of a local telephone device or wireless communications device.

“Communications service provider” means a service provider, public or private, that transports
information electronically via landline, wireless, internet, cable, or satellite, including but not limited
to wireless communications service providers, personal communications service, telematics and voice
over internet protocol.

“Competitive local exchange service provider” means the same as defined in lowa Code section
476.96.

“Conference transfer” means the capability of transferring a 911 call to the action agency and
allowing the call attendant to monitor or participate in the call after it has been transferred to the action
agency.

“Direct dispatch method” means 911 call answering and radio-dispatching functions, for a particular
agency, are both performed at the PSAP.

“Director,” unless otherwise noted, means the director of the homeland security and emergency
management department.

“E911 communications council” means the council as established under the provisions of [owa Code
section 34A.15.
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“E911 program manager” means that person appointed by the director of the homeland security and
emergency management department, and working with the E911 communications council, to perform
the duties specifically set forth in lowa Code chapter 34A and this chapter.

“Emergency call” means a telephone request for service which requires immediate action to prevent
loss of life, reduce bodily injury, prevent or reduce loss of property and respond to other emergency
situations determined by local policy.

“Enhanced 911 (E911)” means the general term referring to emergency telephone systems with
specific electronically controlled features, such as ALI, ANI, and selective routing.

“Enhanced 911 (E911) operating authority” means the public entity, which operates an E911
telephone system for the public benefit, within a defined enhanced 911 service area.

“Enhanced 911 (E911) service area” means the geographic area to be served, or currently served
under an enhanced 911 service plan, provided that any enhanced 911 service area shall at a minimum
encompass one entire county. The enhanced 911 service area may encompass more than one county
and need not be restricted to county boundaries. This definition applies only to wire-line enhanced 911
service.

“Enhanced 911 (E911) service plan (wire-line)” means a plan, produced by a joint E911 service
board, which includes the information required by lowa Code subsection 34A.2(7).

“Enhanced 911 service surcharge” means a charge set by the joint E911 service board, approved by
local referendum, and assessed on each access line which physically terminates within the E911 service
area.

“Enhanced wireless 911 service area” means the geographic area to be served, or currently served,
by a PSAP under an enhanced wireless 911 service plan.

“Enhanced wireless 911 service, phase 1” means an emergency wireless telephone system with
specific electronically controlled features such as ANI, specific indication of wireless communications
tower site location, selective routing by geographic location of the tower site.

“Enhanced wireless 911 service, phase II” means an emergency wireless telephone system with
specific electronically controlled features such as ANI and ALI and selective routing by geographic
location of the 911 caller.

“Exchange” means a defined geographic area served by one or more central offices in which the
telephone company furnishes services.

“Implementation” means the activity between formal approval of an E911 service plan and a given
system design, and commencement of operations.

“Joint E911 service board” means those entities created under the provisions of lowa Code section
34A.3, which include the legal entities created pursuant to lowa Code chapter 28E referenced in lowa
Code subsection 34A.3(3).

“Local exchange carrier” means the same as defined in lowa Code section 476.96.

“911 call” means any telephone call that is made by dialing the digits 911.

“911 system” means a telephone system that automatically connects a caller, dialing the digits 911,
to a PSAP.

“Nonrecurring costs” means one-time charges incurred by a joint E911 service board or operating
authority including, but not limited to, expenditures for E911 service plan preparation, surcharge
referendum, capital outlay, installation, and initial license to use subscriber names, addresses and
telephone information.

“One-button transfer” means another term for a (fixed) transfer which allows the call attendant to
transfer an incoming call by pressing a single button. For example, one button would transfer voice and
data to a fire agency, and another button would be used for police, also known as “selective transfer.”

“Political subdivision” means a geographic or territorial division of the state that would have
the following characteristics: defined geographic area, responsibilities for certain functions of local
government, public elections and public officers, and taxing power. Excluded from this definition are
departments and divisions of state government and agencies of the federal government.

“Prepaid wireless telecommunications service” means a wireless communications service that
provides the right to utilize mobile wireless service as well as other nontelecommunications services,
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including the download of digital products delivered electronically, content and ancillary services,
which must be paid for in advance, and that is sold in predetermined units or dollars of which the
amount declines with use in a known amount.

“Provider” means a person, company or other business that provides, or offers to provide, 911
equipment, installation, maintenance, or access services.

“Public or private safety agency” means a unit of state or local government, a special purpose
district, or a private firm, which provides or has the authority to provide firefighting, police, ambulance,
emergency medical services or hazardous materials response.

“Public safety answering point (PSAP)” means a 24-hour, state, local, or contracted communications
facility, which has been designated by the local service board to receive 911 service calls and dispatch
emergency response services in accordance with the E911 service plan.

“Public switched telephone network” means a complex of diversified channels and equipment that
automatically routes communications between the calling person and called person or data equipment.

“Recurring costs” means repetitive charges incurred by a joint E911 service board or operating
authority including, but not limited to, personnel time directly associated with database management and
personnel time directly associated with addressing, lease of access lines, lease of equipment, network
access fees, and applicable maintenance costs.

“Selective routing (SR) ” means an enhanced 911 system feature that enables all 911 calls originating
from within a defined geographical region to be answered at a predesignated PSAP.

“Subscriber” means any person, firm, association, corporation, agencies of federal, state and local
government, or other legal entity responsible by law for payment for communication service from the
telephone utility.

“Tariff” means a document filed by a telephone company with the state telephone utility regulatory
commission which lists the communication services offered by the company and gives a schedule for
rates and charges.

“Telecommunications device for the deaf (TDD)” means any type of instrument, such as a typewriter
keyboard connected to the caller’s telephone and involving special equipment at the PSAP which allows
an emergency call to be made without speaking, also known as a TTY.

“Telematics” means a vehicle-based mobile data application which can automatically call for
assistance if the vehicle is in an accident.

“Trunk” means a circuit used for connecting a subscriber to the public switched telephone network.

“Voice over internet protocol” means a technology used to transmit voice conversations over a data
network such as a computer network or internet.

“Wireless communications service” means commercial mobile radio service.  “Wireless
communications service” includes any wireless two-way communications used in cellular telephone
service, personal communications service, or the functional or competitive equivalent of a
radio-telephone communications line used in cellular telephone service, a personal communications
service, or a network access line. “Wireless communications service” does not include a service whose
customers do not have access to 911 or 911-like service, a communications channel utilized only for
data transmission, or a private telecommunications system.

“Wireless communications service provider” means a company that offers wireless communications
service to users of wireless devices including but not limited to cellular, personal communications
services, mobile satellite services, and enhanced specialized mobile radio.

“Wireless communications surcharge” means a surcharge of up to 65 cents imposed on each wireless
communications service number provided in this state and collected as part of a wireless communications
service provider’s monthly billing to a subscriber.

“Wireless E911 phase 1” means a 911 call made from a wireless device in which the wireless
service provider delivers the call-back number and the address of the tower that received the call to
the appropriate public safety answering point.

“Wireless E911 phase 2” means a 911 call made from a wireless device in which the wireless service
provider delivers the call-back number and the latitude and longitude coordinates of the wireless device
to the appropriate public safety answering point.
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“Wire-line E911 service surcharge” means a charge assessed on each wire-line access line which

physically terminates within the E911 service area in accordance with lowa Code section 34A.7.
[ARC 8314B, IAB 11/18/09, effective 12/23/09; ARC 0602C, IAB 2/20/13, effective 3/27/13; ARC 1538C, IAB 7/9/14, effective
8/13/14]

605—10.3(34A) Joint E911 service boards. Each county board of supervisors shall establish a joint
E911 service board.

10.3(1) Membership.

a. Each political subdivision of the state, having a public safety agency serving territory within
the county E911 service area, is entitled to one voting membership. For the purposes of this paragraph,
a township that operates a volunteer fire department providing fire protection services to the township,
or a city that provides fire protection services through the operation of a volunteer fire department not
financed through the operation of city government, shall be considered a political subdivision of the state
having a public safety agency serving territory within the county.

b.  Each private safety agency, such as privately owned ambulance services, airport security
agencies, and private fire companies, serving territory within the county E911 service area, is entitled
to a nonvoting membership on the board.

c.  Public and private safety agencies headquartered outside but operating within a county E911
service area are entitled to membership according to their status as a public or private safety agency.

d. A political subdivision that does not operate its own public safety agency but contracts for
the provision of public safety services is not entitled to membership on the joint E911 service board.
However, its contractor is entitled to one voting membership according to the contractor’s status as a
public or private safety agency.

e. The joint E911 service board elects a chairperson and vice chairperson.

f- Thejoint E911 service board shall annually submit a listing of members, to include the political
subdivision they represent and, if applicable, the associated 28E agreement, to the E911 program
manager. A copy of the list shall be submitted within 30 days of adoption of the operating budget for
the ensuing fiscal year and shall be on the prescribed form provided by the E911 program manager.

10.3(2) Alternate 28E entity. The joint E911 service board may organize as an lowa Code chapter
28E agency as authorized in Iowa Code subsection 34A.3(3), provided that the 28E entity meets the
voting and membership requirements of lowa Code subsection 34A.3(1).

10.3(3) Joint E911 service board bylaws. Each joint E911 service board shall develop bylaws to
specify, at a minimum, the following information:

The name of the joint E911 service board.

A list of voting and nonvoting members.

The date for the commencement of operations.

The mission.

The powers and duties.

The manner for financing activities and maintaining a budget.
The manner for acquiring, holding and disposing of property.

The manner for electing or appointing officers and terms of office.

i.  The manner by which members may vote to include, if applicable, the manner by which votes
may be weighted.

j. The manner for appointing, hiring, disciplining, and terminating employees.

k. The rules for conducting meetings.

[, The permissible method or methods to be employed in accomplishing the partial or complete
termination of the board and the disposing of property upon such complete or partial termination.

m. Any other necessary and proper rules or procedures.

Each member shall sign the adopted bylaws.

The joint E911 service board shall record the signed bylaws with the county recorder and shall
forward a copy of the signed bylaws to the E911 program manager at the homeland security and
emergency management department.
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10.3(4) Executive board. The joint E911 service board may, through its bylaws, establish an
executive board to conduct the business of the joint E911 service board. Members of the executive
board must be selected from the eligible voting members of the joint E911 service board. The executive
board will have such other duties and responsibilities as assigned by the joint E911 service board.

10.3(5) Meetings.

a. The provisions of lowa Code chapter 21, “Official Meetings Open to the Public,” are applicable
to joint E911 service boards.

b.  Joint E911 service boards shall conduct meetings in accordance with their established bylaws

and applicable state law.
[ARC 7695B, IAB 4/8/09, effective 5/13/09; ARC 8314B, IAB 11/18/09, effective 12/23/09; ARC 1538C, IAB 7/9/14, effective
8/13/14]

605—10.4(34A) Enhanced 911 service plan (wire-line).

10.4(1) The joint E911 service board shall be responsible for developing an E911 service plan as
required by Iowa Code section 34A.3 and as set forth in these rules. The plan will remain the property
of the joint E911 service board. Each joint E911 service board shall coordinate planning with each
contiguous joint E911 service board. A copy of the plan and any modifications and addenda shall be
submitted to:

a. The homeland security and emergency management department.

b.  All public and private safety agencies serving the E911 service area.

c.  All providers affected by the E911 service plan.

10.4(2) The E911 service plan shall, at a minimum, encompass the entire county, unless a waiver is
granted by the director. Each plan shall include:

The mailing address of the joint E911 service board.

A list of voting members on the joint E911 service board.

A list of nonvoting members on the joint E911 service board.

The name of the chairperson and vice chairperson of the joint E911 service board.

A geographical description of the enhanced 911 service area.

A list of all public and private safety agencies within the E911 service area.

The number of public safety answering points within the E911 service area.

Identification of the agency responsible for management and supervision of the E911 emergency
telephone communication system.

i. A statement of recurring and nonrecurring costs to be incurred by the joint E911 service board.
These costs shall be limited to costs directly attributable to the provision of E911 service.

j. The total number of telephone access lines by telephone company or companies having points
of presence within the E911 service area and the number of this total that is exempt from surcharge
collection as provided in rule 605—10.9(34A) and lowa Code subsection 34A.7(3).

k. If applicable, a schedule for implementation of the plan throughout the E911 service area. A
joint E911 service board may decide not to implement E911 service.

[ The total property valuation in the E911 service area.

m. Maps of the E911 service area showing:

(1) The jurisdictional boundaries of all law enforcement agencies serving the area.

(2) The jurisdictional boundaries of all firefighting districts and companies serving the area.

(3) The jurisdictional boundaries of all ambulance and emergency medical service providers
operating in the area.

(4) Telephone exchange boundaries and the location of telephone company central offices,
including those located outside but serving the service area.

(5) The location of PSAP(s) within the service area.

n. A block drawing for each telephone central office within the service area showing the method
by which the 911 call will be delivered to the PSAP(s).

0. A plan to migrate to an internet protocol-enabled next generation network.
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10.4(3) All plan modifications and addenda shall be filed with, reviewed, and approved by the E911
program manager.

10.4(4) The E911 program manager shall base acceptance of the plan upon compliance with the
provisions of lowa Code chapter 34A and the rules herein.

10.4(5) The E911 program manager will notify in writing, within 20 days of review, the chairperson
of the joint E911 service board of the approval or disapproval of the plan.

a. Ifthe plan is disapproved, the joint E911 service board will have 90 days from receipt of notice
to submit revisions/addenda.

b.  Notice for disapproved plans will contain the reasons for disapproval.

c¢.  The E911 program manager will notify the chairperson, in writing within 20 days of review, of

the approval or disapproval of the revisions.
[ARC 8314B, IAB 11/18/09, effective 12/23/09; ARC 0602C, IAB 2/20/13, effective 3/27/13; ARC 1538C, IAB 7/9/14, effective
8/13/14]

605—10.5(34A) Wire-line E911 service surcharge.

10.5(1) One source of funding for the E911 emergency communications system shall come from a
surcharge of one dollar per month, per access line on each access line subscriber.

10.5(2) The E911 program manager shall notify a local communications service provider scheduled
to provide exchange access E911 service within an E911 service area that implementation of an E911
service plan has been approved by the joint E911 service board and by the E911 program manager
and that collection of the surcharge is to begin within 60 days. The E911 program manager shall also
provide notice to all affected public safety answering points. The 60-day notice to local exchange service
providers shall also apply when an adjustment in the wire-line surcharge rate is made.

10.5(3) The local communications service provider shall collect the surcharge as a part of its monthly
billing to its subscribers. The surcharge shall appear as a single line item on a subscriber’s monthly
billing entitled “E911 emergency communications service surcharge.”

10.5(4) The local communications service provider may retain 1 percent of the surcharge collected
as compensation for the billing and collection of the surcharge. If the compensation is insufficient to
fully recover a provider’s costs for the billing and collection of the surcharge, the deficiency shall be
included in the provider’s costs for rate-making purposes to the extent it is reasonable and just under
Iowa Code section 476.6.

10.5(5) The local communications service provider shall remit the collected surcharge to the joint
E911 service board on a calendar quarter basis within 20 days of the end of the quarter.

10.5(6) The joint E911 service board may request, not more than once each quarter, the following
information from the local communications service provider:

The identity of the exchange from which the surcharge is collected.

The number of lines to which the surcharge was applied for the quarter.

The number of refusals to pay per exchange, if applicable.

The number of write-offs per exchange, if applicable.

The number of lines exempt per exchange.

The amount retained by the local communications service provider from the 1 percent
administrative fee.

Access line counts and surcharge remittances are confidential public records as provided in lowa Code
section 34A.8.

10.5(7) Collection for a surcharge shall terminate if E911 service ceases to operate within the
respective E911 service area. The E911 program manager for good cause may grant an extension.

a. The director shall provide 100 days’ prior written notice to the joint E911 service board or
the operating authority and to the local communications service provider(s) collecting the fee of the
termination of surcharge collection.

b.  Individual subscribers within the E911 service area may petition the joint E911 service board
or the operating authority for a refund. Petitions shall be filed within one year of termination. Refunds
may be prorated and shall be based on funds available and subscriber access lines billed.
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c. At the end of one year from the date of termination, any funds not refunded and remaining in
the E911 service fund and all interest accumulated shall be retained by the joint E911 service board.
However, if the joint E911 service board ceases to operate any E911 service, the balance in the E911
service fund shall be payable to the homeland security and emergency management department. Moneys
received by the department shall be used only to offset the costs for the administration of the E911

program.
[ARC 0602C, IAB 2/20/13, effective 3/27/13; ARC 1538C, IAB 7/9/14, effective 8/13/14]

605—10.6(34A) Waivers, variance request, and right to appeal.

10.6(1) All requests for variances or waivers shall be submitted to the E911 program manager in
writing and shall contain the following information:

a. A description of the variance(s) or waiver(s) being requested.

b.  Supporting information setting forth the reasons the variance or waiver is necessary.

c. A copy of the resolution or minutes of the joint E911 service board meeting which authorizes
the application for a variance or waiver.

d.  The signature of the chairperson of the joint E911 service board.

10.6(2) The E911 program manager may grant a variance or waiver based upon the provisions of
Iowa Code chapter 34A or other applicable state law.

10.6(3) Upon receipt of a request for a variance or waiver, the E911 program manager shall evaluate
the request and schedule a review within 20 working days of receipt of the request. Review shall be
informal and the petitioner may present materials, documents and testimony in support of the petitioner’s
request. The E911 program manager shall determine if the request meets the criteria established and
shall issue a decision within 20 working days. The E911 program manager shall notify the petitioner, in
writing, of the acceptance or rejection of the petition. If the petition is rejected, such notice shall include
the reasons for denial.

605—10.7(34A) Enhanced wireless E911 service plan. Each joint E911 service board, the department
of public safety, the E911 communications council, and wireless service providers shall cooperate
with the E911 program manager in preparing an enhanced wireless E911 service plan for statewide
implementation of enhanced wireless E911 service.

10.7(1) Plan specifications. The enhanced wireless E911 service plan shall include, at a minimum,
the following information:

1. Maps showing the geographic location within the county of each PSAP that receives enhanced
wireless E911 telephone calls.

2. A list of all public safety answering points within the state of lowa.

3. A set of guidelines for determining eligible cost as set forth in lowa Code section 34A.7A.

4. A schedule for the implementation and maintenance of the next generation 911 systems to
provide enhanced wireless 911 phase I and phase II service.

10.7(2) Adoption by reference. The “Wireless NG911 Implementation and Operations Plan,”
effective July 1, 2013, and available from the Homeland Security and Emergency Management
Department, 7105 NW 70th Avenue, Camp Dodge, Bldg. W-4, Johnston, lowa, or at the Law Library

in the Capitol Building, Des Moines, lowa, is hereby adopted by reference effective June 18, 2014.
[ARC 8314B, IAB 11/18/09, effective 12/23/09; ARC 0602C, IAB 2/20/13, effective 3/27/13; ARC 1538C, IAB 7/9/14, effective
8/13/14]

605—10.8(34A) Emergency communications service surcharge.

10.8(1) The E911 program manager shall adopt a monthly surcharge of one dollar to be imposed on
each wireless communications service number provided in this state. The surcharge shall not be imposed
on wire-line-based communications or prepaid wireless telecommunications service.

10.8(2) The E911 program manager shall order the imposition of a surcharge uniformly on a
statewide basis and simultaneously on all communications service numbers by giving at least 60 days’
prior notice to wireless carriers to impose a monthly surcharge as part of their periodic billings. The
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60-day notice to wireless carriers shall also apply when making an adjustment in the wireless surcharge
rate.

10.8(3) The wireless surcharge shall be one dollar per month, per customer service number, until
changed by rule.

10.8(4) The communications service provider shall list the surcharge as a separate line item on
the customer’s billing indicating that the surcharge is for E911 emergency telephone service. The
communications service provider is entitled to retain 1 percent of any wireless surcharge collected as a
fee for collecting the surcharge as part of the subscriber’s periodic billing. The wireless E911 surcharge
is not subject to sales or use tax.

10.8(5) Surcharge funds shall be remitted on a calendar quarter basis by the close of business on the
twentieth day following the end of the quarter with a remittance form as prescribed by the E911 program
manager. Providers shall issue their checks or warrants to the Treasurer, State of lowa, and remit to the
E911 Program Manager, Homeland Security and Emergency Management Department, 7105 NW 70th

Avenue, Camp Dodge, Bldg. W-4, Johnston, lowa 50131.
[ARC 8314B, IAB 11/18/09, effective 12/23/09; ARC 0602C, IAB 2/20/13, effective 3/27/13; ARC 1538C, IAB 7/9/14, effective
8/13/14]

605—10.9(34A) E911 emergency communications fund.

10.9(1) Wireless E911 surcharge money, collected and remitted by wireless service providers, shall
be placed in a fund within the state treasury under the control of the director.

10.9(2) Iowa Code section 8.33 shall not apply to moneys in the fund. Moneys earned as income,
including as interest, from the fund shall remain in the fund until expended as provided in this subrule.
However, moneys in the fund may be combined with other moneys in the state treasury for purposes of
investment.

10.9(3) Moneys in the fund shall be expended and distributed in the order and manner as follows:

a. Anamount as appropriated by the general assembly shall be allocated to the homeland security
and emergency management department for implementation, support, and maintenance of the functions
of the E911 program and to employ the auditor of the state to perform an annual audit of the wireless
E911 emergency communications fund.

b.  The program manager shall reimburse local communications service providers on a calendar
quarter basis for their expenses for transport costs between the wireless E911 selective router and the
public safety answering points related to the delivery of wireless E911 service.

c¢.  The program manager shall reimburse local communications service providers and third-party
E911 automatic location information (ALI) database providers on a calendar quarter basis for the costs
of maintaining and upgrading the E911 components and functionalities between the input and output
points of the wireless E911 selective router. This includes the wireless E911 selective router and the
automatic location information (ALI) database.

d.  The program manager shall allocate 13 percent of the total amount of surcharge generated per
calendar quarter to wireless carriers to recover their costs to deliver wireless E911 phase I services
as defined in the Federal Communications Commission (FCC) Docket 94-102 and further defined in
the FCC’s letter to King County, Washington, dated May 7, 2001. If this allocation is insufficient to
reimburse all wireless carriers for the wireless service provider’s eligible expenses, the program manager
shall allocate a prorated amount to each wireless carrier equal to the percentage of the provider’s eligible
expenses as compared to the total of all eligible expenses for all wireless carriers for the calendar quarter
during which expenses were submitted. When prorated expenses are paid, the remaining unpaid expenses
shall no longer be eligible for payment under this paragraph. This allocation is for the period beginning
July 1, 2013, and ending June 30, 2016.

e. A minimum of $1,000 per calendar quarter shall be allocated for each public safety answering
point with the E911 service area of the department of public safety or joint E911 service board that has
submitted a written request to the program manager. The written request shall be made with the Request
for Wireless E911 Fund form contained in the Wireless NG911 Implementation and Operations Plan.
The request is due to the program manager on May 15, or the next business day, of each year.
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The amount allocated under 10.9(3) “e ” shall be 46 percent of the total amount of surcharge generated
per calendar quarter. The minimum amount allocated to the department of public safety and the joint
E911 service boards shall be $1,000 per PSAP operated by the respective authority. Additional funds
shall be allocated as follows:

(1) Sixty-five percent of the total dollars available for allocation shall be allocated in proportion to
the square miles of the E911 service area to the total square miles in the state.

(2) Thirty-five percent of the total dollars available for allocation shall be allocated in proportion
to the wireless E911 calls answered at the public safety answering point in the E911 service area to the
total of wireless E911 calls originating in the state.

(3) Funds allocated under 10.9(3) “e ” shall be deposited in the E911 service fund and shall be used
for communications equipment utilized by the public safety answering points for the implementation
and maintenance of E911 services.

£ If moneys remain after all obligations under 10.9(3) “a”’to “e, ” as listed above, have been fully
paid, the remainder may be accumulated as a carryover operating surplus. These moneys shall be used
to fund future network improvements and public safety answering point improvements. These moneys
may also be used for wireless service providers’ transport costs related to wireless E911 phase 11 services,
if those costs are not otherwise recovered by the wireless service provider’s customer billing or other
sources and are approved by the program manager. Any moneys remaining in the fund at the end of each
fiscal year shall not revert to the general fund of the state but shall remain available for the purposes of
the fund.

10.9(4) Payments to local communications service providers and wireless service providers shall be
made quarterly, based on original, itemized claims or invoices presented within 20 days of the end of
the calendar quarter. Claims or invoices not submitted within 20 days of the end of the calendar quarter
are not eligible for reimbursement and may not be included in future claims and invoices. Payments to
providers shall be made in accordance with these rules and the State Accounting Policy and Procedures
Manual.

10.9(5) Local communications service providers shall be reimbursed for only those items and
services that are defined as eligible in the enhanced wireless 911 service plan and when initiation of
service has been ordered and authorized by the E911 program manager.

10.9(6) If it is found that an overpayment has been made to an entity, the E911 program manager
shall attempt recovery of the debt from the entity by certified letter. Due diligence shall be documented
and retained at the homeland security and emergency management department. If resolution of the debt
does not occur and the debt is at least $50, the homeland security and emergency management department
will then utilize the income offset program through the department of revenue. Until resolution of the
debt has occurred, the homeland security and emergency management department may withhold future

payments to the entity.
[ARC 0602C, IAB 2/20/13, effective 3/27/13; ARC 1538C, 1AB 7/9/14, effective 8/13/14]

605—10.10(34A) E911 surcharge exemptions. The following agencies, individuals, and organizations
are exempt from imposition of the E911 surcharge:

1. Federal agencies and tax-exempt instrumentalities of the federal government.

2. Indian tribes for access lines on the tribe’s reservation upon filing a statement with the joint
E911 service board, signed by appropriate authority, requesting surcharge exemption.

3. Anenrolled member of an Indian tribe for access lines on the reservation, who does not receive
E911 service, and who annually files a signed statement with the joint E911 service board that the person
is an enrolled member of an Indian tribe living on a reservation and does not receive E911 service.
However, once E911 service is provided, the member is no longer exempt.

4. Official station testing lines owned by the provider.

5. Individual wire-line subscribers to the extent that they shall not be required to pay on a single
periodic billing the surcharge on more than 100 access lines, or their equivalent, in an E911 service area.

All other subscribers not listed above, that have or will have the ability to access 911, are required
to pay the surcharge, if imposed by the official order of the E911 program manager.
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605—10.11(34A) E911 service fund.

10.11(1) The department of public safety and each joint E911 service board have the responsibility
for the E911 service fund.

a. An E911 service fund shall be established in the office of the county treasurer for each joint
E911 service board and with the state treasurer for the department of public safety.

b.  Collected surcharge moneys and any interest thereon, as authorized in lowa Code chapter 34A,
shall be deposited into the E911 service fund. E911 surcharge moneys must be kept separate from all
other sources of revenue utilized for E911 systems.

c¢.  For joint E911 service boards, withdrawal of moneys from the E911 service fund shall be
made on warrants drawn by the county auditor, per lowa Code section 331.506, supported by claims
and vouchers approved by the chairperson or vice chairperson of the joint E911 service board or the
appropriate operating authority so designated in writing.

d.  For the department of public safety, withdrawal of moneys from the E911 service fund shall be
made in accordance with state laws and administrative rules.

10.11(2) The E911 service funds shall be subject to examination by the department at any time during
usual business hours. E911 service funds are subject to the audit provisions of lowa Code chapter 11. A
copy of all audits of the E911 service fund shall be furnished to the department within 30 days of receipt.
If through the audit or monitoring process the department determines that a joint E911 service board
is not adhering to an approved plan or does not have a valid board membership, or if the department
determines that a joint E911 service board or the department of public safety is not using funds in the
manner prescribed in these rules or lowa Code chapter 34A, the director may, after notice and hearing,
suspend surcharge imposition and order termination of expenditures from the E911 service fund. The
joint E911 service board or department of public safety is not eligible to receive or expend surcharge
moneys until such time as the E911 program manager determines that the board or department of public

safety is in compliance with the approved plan, board membership, and fund usage limitations.
[ARC 8314B, IAB 11/18/09, effective 12/23/09; ARC 1538C, IAB 7/9/14, effective 8/13/14]

605—10.12(34A) Operating budgets. By March 31 of each year, each joint E911 service board and the
department of public safety shall provide to the E911 program manager a copy of the operating budget

for the ensuing fiscal year for the fund as established under subrule 10.11(1).
[ARC 1538C, 1AB 7/9/14, effective 8/13/14]

605—10.13(34A) Limitations on use of funds. Surcharge moneys in the E911 service fund may
be used to pay recurring and nonrecurring costs including, but not limited to, network equipment,
software, database, addressing, initial training, and other start-up, capital, and ongoing expenditures.
E911 surcharge moneys shall be used only to pay costs directly attributable to the provision of E911
telephone systems and services and may include costs directly attributable to the receipt and disposition

of the 911 call.
[ARC 0602C, IAB 2/20/13, effective 3/27/13]

605—10.14(34A) Minimum operational and technical standards.

10.14(1) Each E911 system, supplemented with E911 surcharge moneys, shall, at a minimum,
employ the following features:

a.  ALI (automatic location identification).

b.  ANI (automatic number identification).

c.  Ability to selectively route.

d.  Each PSAP shall provide two emergency seven-digit numbers arranged in rollover
configuration for use by telephone company operators for transferring a calling party to the PSAP over
the wire-line network. Wireless calls must be transferred to PSAPs that are capable of accepting ANI
and ALL

e.  ANI and ALI information shall be maintained and updated in such a manner as to allow for 95
percent or greater degree of accuracy.

10.14(2) E911 public safety answering points shall adhere to the following minimum standards:
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a. The PSAP shall operate 7 days per week, 24 hours per day, with operators on duty at all times.

b.  The primary published emergency number in the E911 service area shall be 911.

c¢.  All PSAPs will maintain interagency communications capabilities for emergency coordination
purposes, to include radio as well as land line direct or dial line.

d.  Each PSAP shall develop and maintain a PSAP standard operating procedure for receiving and
dispatching emergency calls.

e. The date and time of each 911 emergency call shall be documented using an automated call
detail recording device or other communications center log. Such logs shall be maintained for a period
of not less than one year.

£ If a call transfer method of handling 911 calls is employed, a 99 percent degree of reliability
of transferred calls from a PSAP to responding agencies shall be maintained. All transferred calls shall
employ, to the closest extent possible, conference transfer capabilities which provide that the call be
announced and monitored by the PSAP operator to ensure that the call has been properly transferred.

g PSAPs not employing the transfer method of handling 911 emergency calls shall use the call
relay method. Information shall be exchanged between the PSAP receiving the call and an appropriate
emergency response agency or dispatch center having jurisdiction in the area of the emergency. In no
case during an emergency 911 call shall the caller be referred to another telephone number and required
to hang up and redial. The call relay method shall also prevail in circumstances where emergency calls
enter the 911 system (whether by design or by happenstance) from outside the E911 service area.

h.  Access control and security of PSAPs and associated dispatch centers shall be designed
to prevent disruption of operations and provide a safe and secure environment of communication
operations.

i.  PSAP supervision shall ensure that all telephone company employees, whose normal activities
may involve contact with facilities associated with the 911 service, are familiar with safeguarding of
facilities’ procedures.

j. Emergency electrical power shall be provided for the PSAP environment that will ensure
continuous operations and communications during a power outage. Such power should start
automatically in the event of power failure and shall have the ability to be sustained for a minimum
of 48 hours.

k. The PSAP shall make every attempt to disallow the intrusion by automatic dialers, alarm
systems, or automatic dialing and announcing devices on a 911 trunk. If intrusion by one of these
devices should occur, those responsible for PSAP operations shall make every attempt to contact the
responsible party to ensure there is no such further occurrence by notifying the party that knowing and
intentional interference with emergency telephone calls constitutes a crime under lowa Code section
727.5. Those responsible for PSAP operations shall report persons who repeatedly use automatic
dialers, alarm systems, or automatic announcing devices on 911 trunk lines to the county attorney for
investigation of possible violations of section 727.5.

[, Each PSAP shall be equipped with an appropriate telecommunications device for the deaf
(TDD) in accordance with 28 CFR Part 35.162, July 26, 1991.

10.14(3) Communications service providers shall adhere to the following minimum requirements:

a. The PSAP and E911 program manager shall be notified of all service interruptions in accordance
with 47 CFR Part 4.

b.  All communications service providers shall submit separate itemized bills to the E911 program
manager, the department of public safety, a joint E911 service board or PSAP operating authority, as
appropriate.

c¢.  The communications service provider shall respond, within a reasonable length of time, to all
appropriate requests for information from the director, the department of public safety, a joint E911
service board or operating authority and shall expressly comply with the provisions of lowa Code section
34A.8.

d.  Access to the wireless E911 selective router shall be approved by the E911 program manager.
Communications service providers must provide the company name, address and point of contact with
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their request. If the communications service provider utilizes a third-party vendor, the vendor must
provide this information listing the vendor’s customer’s requested information.

10.14(4) Voluntary standards. Current technical and operational standards applying to E911
systems and services can be found in the “American Society for Testing and Materials Standard Guide
for Planning and Developing 911 Enhanced Telephone Systems” and in publications issued by the
National Emergency Number Association. Master street address guides are encouraged to be developed
and maintained by using National Emergency Number Association technical standards 02-010 and
02-011. Standards contained in these documents shall be considered as guidance, and adherence thereto
shall be voluntary. Notwithstanding the minimum standards published in these rules, it is intended
that E911 communications service providers and joint E911 service boards and operating authorities
employ the best and most affordable technologies and methods available in providing E911 services

to the public.
[ARC 0602C, IAB 2/20/13, effective 3/27/13; ARC 1538C, IAB 7/9/14, effective 8/13/14]

605—10.15(34A) Administrative hearings and appeals.

10.15(1) E911 program manager decisions regarding the acceptance or refusal of an E911 service
plan, in whole or in part, the implementation of E911 and the imposition of the E911 surcharge within a
specific E911 service area may be contested by an affected party.

10.15(2) Request for hearing shall be made in writing to the homeland security and emergency
management department director within 30 days of the E911 program manager’s mailing or serving
a decision and shall state the reason(s) for the request and shall be signed by the appropriate authority.

10.15(3) The director shall schedule a hearing within 10 working days of receipt of the request
for hearing. The director shall preside over the hearing, at which time the appellant may present any
evidence, documentation, or other information regarding the matter in dispute.

10.15(4) The director shall issue a ruling regarding the matter within 20 working days of the hearing.

10.15(5) Any party adversely affected by the director’s ruling may file a written request for a
rehearing within 20 days of issuance of the ruling. A rehearing will be conducted only when additional
evidence is available, the evidence is material to the case, and good cause existed for the failure to
present the evidence at the initial hearing. The director will schedule a hearing within 20 days after the
receipt of the written request. The director shall issue a ruling regarding the matter within 20 working
days of the hearing.

10.15(6) Any party adversely affected by the director’s ruling may file a written appeal to the director
of the homeland security and emergency management department. The appeal request shall contain
information identifying the appealing party, the ruling being appealed, specific findings or conclusions
to which exception is taken, the relief sought, and the grounds for relief. The director shall issue a ruling
regarding the matter within 90 days of the hearing. The director’s ruling constitutes final agency action

for purposes of judicial review.
[ARC 7695B, IAB 4/8/09, effective 5/13/09; ARC 0602C, IAB 2/20/13, effective 3/27/13; ARC 1538C, IAB 7/9/14, eftective 8/13/14]

605—10.16(34A) Confidentiality. All financial or operations information provided by a
communications service provider to the E911 program manager shall be identified by the provider as
confidential trade secrets under lowa Code section 22.7(3) and shall be kept confidential as provided
under lowa Code section 22.7(3) and lowa Administrative Code 605—Chapter 5. Such information
shall include numbers of accounts, numbers of customers, revenues, expenses, and the amounts
collected from said communications service provider for deposit in the fund. Notwithstanding such
requirements, aggregate amounts and information may be included in reports issued by the director if the
aggregated information does not reveal any information attributable to an individual communications

service provider.
[ARC 0602C, IAB 2/20/13, effective 3/27/13; ARC 1538C, 1AB 7/9/14, effective 8/13/14]

605—10.17(34A) Prepaid wireless E911 surcharge. Administration of the prepaid wireless E911
surcharge is under the control of the Iowa department of revenue. To administer this function,
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the department has adopted rules that can be found in 701—paragraph 224.6(2)“b” and rule

701—224.8(34A), lowa Administrative Code.
[ARC 0602C, TAB 2/20/13, effective 3/27/13]

These rules are intended to implement lowa Code chapter 34A.

[Filed emergency 2/17/89—published 3/8/89, effective 2/17/89]
[Filed 6/1/89, Notice 3/8/89—published 6/28/89, effective 8/2/89]1
[Filed emergency 8/29/89—published 9/20/89, effective 8/29/89]
[Filed 3/20/90, Notice 2/7/90—published 4/18/90, effective 5/23/90]
[Filed 4/22/93, Notice 3/17/93—published 5/12/93, effective 6/16/93]
[Filed emergency 9/3/98—published 9/23/98, effective 9/4/98]
[Filed 11/12/98, Notice 9/23/98—published 12/2/98, effective 1/6/99]
[Filed without Notice 1/7/99—published 1/27/99, effective 3/3/99]
[Filed emergency 1/7/00—published 1/26/00, effective 2/1/00]
[Filed 3/2/00, Notice 1/26/00—published 3/22/00, effective 4/26/00]
[Filed 3/14/02, Notice 2/6/02—published 4/3/02, effective 5/8/02]
[Filed emergency 3/12/04—published 3/31/04, effective 3/12/04]
[Filed 5/6/04, Notice 3/31/04—published 5/26/04, effective 6/30/04]
[Filed emergency 5/18/04—published 6/9/04, effective 5/18/04]
[Filed 7/15/04, Notice 6/9/04—published 8/4/04, effective 9/8/04]
[Filed 8/27/04, Notice 7/21/04—published 9/15/04, effective 10/20/04]
[Filed 8/10/07, Notice 6/20/07—published 8/29/07, effective 10/3/07]

[Filed ARC 7695B (Notice ARC 7431B, TAB 12/17/08), IAB 4/8/09, effective 5/13/09]
[Filed ARC 8314B (Notice ARC 8184B, IAB 9/23/09), IAB 11/18/09, effective 12/23/09]
[Filed ARC 0602C (Notice ARC 0512C, TAB 12/12/12), IAB 2/20/13, effective 3/27/13]

[Filed ARC 1538C (Notice ARC 1463C, IAB 5/14/14), IAB 7/9/14, effective 8/13/14]

! Effective date of 8/2/89 delayed 70 days by the Administrative Rules Review Committee at its July 11, 1989, meeting.
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TRANSPORTATION DEPARTMENT][761]

Rules transferred from agency number [820] to [761] to conform with the reorganization numbering scheme in general
IAC Supp. 6/3/87.

GENERAL
CHAPTER 1
ORGANIZATION OF THE DEPARTMENT OF TRANSPORTATION
1.1(307) Definitions
1.2(17A) Mission statement
1.3(17A) Location and business hours
1.4(17A) Information and forms
1.5(307) History
1.6(17A,307,307A) Commission
1.7(17A,307) Director of transportation
1.8(17A,307) Divisions
CHAPTER 2
PROVISIONS APPLICABLE TO ALL RULES
2.1(307) Definitions
CHAPTER 3
Reserved
CHAPTER 4

4.1(22,304)
42(22)
4.3(22)
4.4(22)
4.5(22)
4.6(22)
4.7(22)
4.8(22)
4.9(22)

10.1(17A)
10.2(17A)
10.3(17A)

11.1(17A)
11.2(17A)
11.3(17A)
11.4(17A)
11.5(17A)
11.6(17A)
11.7(17A)
11.8(17A)

PUBLIC RECORDS AND FAIR INFORMATION PRACTICES
(Uniform Rules)

General provisions

Statement of policy and purpose

Access to records

Access to confidential records

Consent to release a confidential record to a third party

Requests for confidential treatment

Procedure by which additions, dissents, or objections may be entered into records
Notice to suppliers of information

Confidential records

CHAPTERS 5t0 9

Reserved
CHAPTER 10
ADMINISTRATIVE RULES
General
Rule making
Petitions for rule making
CHAPTER 11

WAIVER OF RULES
Purpose and scope
Authority to grant waiver
Criteria, considerations and limitations
Decision on waiver
Petition for waiver
Action on petition
Modification or cancellation of waiver
Records
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CHAPTER 12
DECLARATORY ORDERS

12.1(17A) Definitions
12.2(17A) Petition for declaratory order
12.3(17A) Notice of petition
12.4(17A) Action on petition
12.5(17A) Effect of a declaratory order

CHAPTER 13

CONTESTED CASES
13.1(17A) Definitions
13.2(17A) Applicability
13.3(17A) Initiation of contested case
13.4(17A) Submission of request for informal settlement or hearing
13.5(17A) Informal settlement
13.6(17A) Contested case decision
13.7(17A) Appeal
13.8(17A) Motion for review
13.9(17A) Rehearings
13.10(17A) Maintenance of records
13.11(17A) Use of legal assistants or paralegals
13.12(17A) Communications
13.13(17A) Default
13.14 to 13.19 Reserved
13.20(17A) Additional procedures when the department is not a party
CHAPTERS 14 to 19
Reserved
CHAPTER 20
PROCUREMENT OF EQUIPMENT, MATERIALS, SUPPLIES AND SERVICES

20.1(307) Scope of chapter
20.2(307) Definitions
20.3(307) Procurement policy
20.4(307) Formal advertising procedures and requirements
20.5(307) Limited solicitation of bids
20.6 and 20.7 Reserved
20.8(307) Negotiation—architectural, landscape architectural, engineering and related

professional and technical services

CHAPTERS 21 to 24

Reserved
CHAPTER 25
COMPETITION WITH PRIVATE ENTERPRISE
25.1(23A) Interpretation
25.2(23A) Exemptions
CHAPTER 26

Reserved
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CHAPTER 27
INTEREST ON RETAINED FUNDS
27.1(573) Interest on retained funds
CHAPTER 28
IOWA TRANSPORTATION MAP
28.1(307) Definition
28.2(307) Information
28.3(307) Policy
CHAPTERS 29 to 39
Reserved
CHAPTER 40
RECOVERY OF DAMAGES TO HIGHWAYS OR HIGHWAY STRUCTURES
40.1(321) Scope
40.2(321) Definitions
40.3(321) Information
40.4(321) Accident scene
40.5(321) Repair of facilities
40.6(321) Recovery of damages
CHAPTERS 41 to 99
Reserved
HIGHWAYS

CHAPTER 100
Reserved

CHAPTER 101
FARM-TO-MARKET REVIEW BOARD

101.1(306) Purpose

101.2(306) Definitions

101.3(306) Composition and membership of the farm-to-market review board

101.4(306) Collection of system modification requests and frequency of meetings

101.5(306) Procedure for requesting modifications to the farm-to-market road system

101.6(306) Review criteria for determining eligibility for inclusion of additional roads into the
farm-to-market road system

101.7(306) Voting and approval of requested modifications

101.8(306) Report of board decision to applicant county

101.9(306) Reapplication for modification

101.10(306) Judicial review

101.11(306) Adoption and modification of rules

101.12(306) Severability clause

CHAPTER 102
SECONDARY ROAD FUND DISTRIBUTION COMMITTEE

102.1(312) Purpose

102.2(312) Initial formulas

102.3 and 102.4  Reserved

102.5(312) Composition and membership of the secondary road fund distribution committee
102.6(312) Terms of office and rotation of seats

102.7(312) Committee meetings

102.8 and 102.9 Reserved
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102.10(312)
102.11(312)
102.12(312)
102.13(312)

105.1(307)
105.2(307)
105.3(321)
105.4(321)
105.5(307)
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Considerations for a new or modified distribution formula
Process for approval of a new or modified distribution formula
Judicial review

Severability clause

CHAPTERS 103 and 104
Reserved

CHAPTER 105
HOLIDAY REST STOPS
Purpose
General
Conditions
Holiday rest stops on interstate highways
Holiday rest stops on primary highways

CHAPTER 106

PROMOTION OF IOWA AGRICULTURAL PRODUCTS AT REST AREAS

106.1(307)
106.2(307)
106.3(307)
106.4(307)
106.5(307)
106.6(307)
106.7(307)

110.1(17A)

111.1(316)

112.1(306A)
112.2(306A)
112.3(306A)
112.4(306A)
112.5(306A)
112.6(306A)
112.7(306A)
112.8(306A)
112.9(306A)

112.10
112.11(306A)
112.12(306A)

Purpose
Definitions
Information
Request
Time frame
Conditions
Site location

CHAPTERS 107 to 109
Reserved
RIGHT-OF-WAY AND ENVIRONMENT
CHAPTER 110

HIGHWAY PROJECT PLANNING
Availability of information

CHAPTER 111

REAL PROPERTY ACQUISITION AND RELOCATION ASSISTANCE

Acquisition and relocation assistance manual

CHAPTER 112
PRIMARY ROAD ACCESS CONTROL
General information
Definitions
General requirements for control of access

General requirements for entrances where access rights have not been acquired

Additional requirements for Type “A” entrances
Drainage requirements

Access to Priority I, II, IIT and IV highways
Access to Priority V highways, rural areas

Access to Priority V highways, fringe or built-up areas, and Priority VI highways,

all areas
Reserved
Policy on acquisition of access rights
Policy on location of predetermined access locations
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112.13(306A)

112.14(306A)

115.1(306A)
115.2(306A)
1153
115.4(306A)
115.5(306A)
115.6(306A)
115.7(306A)
115.8(306A)
115.9(306A)
115.10(306A)
115.11(306A)
115.12(306A)
115.13(306A)
115.14(306A)
115.15(306A)
115.16(306A)
115.17(306A)
115.18(306A)
115.19(306A)
115.20(306A)

115.21 to 115.24

115.25(306A)
115.26(306A)
115.27(306A)
115.28(306A)
115.29(306A)
115.30(306A)

116.1(306C)
116.2(306C)
116.3(306C)
116.4(306C)
116.5(306C)
116.6(306C)
116.7(17A)

116.8(306C)
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Policy on special access connections where access rights have been previously
acquired
Recreational trail connections

CHAPTERS 113 and 114
Reserved

CHAPTER 115

UTILITY ACCOMMODATION
General information
Definitions
Reserved

General requirements for occupancy of the right-of-way
General design provisions

Scenic enhancement

Liability

Utility accommodation permit

Traffic protection

Construction responsibilities and procedures

Vertical overhead clearance requirements

Utility facility attachments to bridges

Underground utility facilities

Freeways

Transverse installations on freeways

Longitudinal installations on freeways

Nonfreeway primary highways

Longitudinal installations on nonfreeway primary highways
Maintenance and emergency work

Abandonment or removal of utility facilities

Reserved

Utility facility adjustments for highway improvement projects
Notice of project

First plan submission, preliminary work plan and agreement
Second plan submission, final work plan and permit application
Notice of work

Miscellaneous adjustment provisions

CHAPTER 116
JUNKYARD CONTROL
Definitions
Junkyards prohibited—exceptions
Screening or removal
Acquisition
Screening
Nuisance—injunction
Hearings and appeals
Contact information

CHAPTER 117
OUTDOOR ADVERTISING

117.1(306B,306C) Definitions
117.2(306B,306C) General provisions
117.3(306B,306C) General criteria
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117.4(306B,306C) Interstate special provisions for on-premises signs
117.5(306B,306C) Location, size and spacing requirements

117.6(306C)
117.7(306C)

117.8(306B,306C)
117.9(306B,306C)

117.15(306C)

118.1(306C)
118.2(306C)
118.3(306C)
118.4(306C)
118.5(306C)
118.6(306C)
118.7(306C)
118.8(306C)

119.1(321)
119.2(321)
119.3(321)
119.4(321)
119.5(321)
119.6(321)

120.1(306C)

120.2(306C,657)

120.3(306C)
120.4(306C)
120.5(306C)
120.6(306C)
120.7(306C)
120.8(306C)
120.9(306C)

120.10(306C)

121.1(307)
121.2(307)
121.3(307)
121.4(307)
121.5(307)
121.6(307)

Outdoor advertising permits and fees required

Official signs and notices, public utility signs, and service club and religious notices
Removal procedures

Acquisition of advertising devices that have been issued provisional permits
Development directory signing

CHAPTER 118

LOGO SIGNING
Introduction
Definitions
Erection and location of specific service signs and placement of business signs
Eligibility for placement of business signs on mainline specific service signs
Application, drawing, and fees
Business sign blank specifications
Business sign face specifications
RV symbol

CHAPTER 119

TOURIST-ORIENTED DIRECTIONAL SIGNING
Definitions
General
General eligibility requirements for an activity or site
Specific eligibility requirements for the type of activity or site
Application and approval procedure
Installation, maintenance, replacement and removal

CHAPTER 120
PRIVATE DIRECTIONAL SIGNING

Definitions
General requirements
Size requirements
Lighting requirements
Spacing and location requirements
Message content
Eligibility for private directional signs
Application and approval procedures
Fees
Erection and maintenance

CHAPTER 121
ADOPT-A-HIGHWAY PROGRAM
Purpose
Information and location
Program guidelines
Sponsors
Eligible activities
Procedure

CHAPTER 122
Reserved
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123.1(307)
123.2(307)
123.3(307)
123.4(307)
123.5(307)
123.6(307)

124.1(307)
124.2(307)
124.3(307)
124.4(307)
124.5(307)
124.6(307)
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CHAPTER 123

REST AREA SPONSORSHIP PROGRAM
Introduction and purpose
Contact information
Definitions
General provisions
Sponsorship agreements
Acknowledgment sign criteria

CHAPTER 124

HIGHWAY HELPER SPONSORSHIP PROGRAM
Introduction and purpose
Contact information
Definitions
General provisions
Sponsorship agreements
Acknowledgment sign criteria

CONSTRUCTION

CHAPTER 125

GENERAL REQUIREMENTS AND COVENANTS FOR HIGHWAY

125.1(307A)
125.2
125.3(307A)

130.1(321)

131.1(321)
131.2(321)
131.3(321)
131.4(321)
131.5(321)
131.6(321)
131.7(321)
131.8(321)
131.9(321)
131.10(321)
131.11 to 131.14
131.15(321)

132.1(306D)
132.2(306D)

AND BRIDGE CONSTRUCTION
Standard specifications
Reserved
Availability of specifications

CHAPTERS 126 to 129
Reserved

TRAFFIC OPERATIONS

CHAPTER 130
SIGNING MANUAL
Manual

CHAPTER 131

SIGNING ON PRIMARY ROADS
Destination signs at an intersection
Erection of signs for numbered business routes
Erection of signs for schools
Erection of camping service signs on interstate highways
Erection of signs for sanitary landfills
Erection of signs for special events
Erection of signs for organized off-highway camps
Erection of signs for county conservation parks
Erection of no parking signs
Signing for named routes
Reserved
Information and address

CHAPTER 132
IOWA SCENIC BYWAY PROGRAM
Purpose, overview and information
Definition
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132.3(306D) Designations
132.4(306D) General requirements
132.5(306D) Application and approval process
132.6(306D) Reevaluation
132.7(306D) Promotional and tourism efforts
CHAPTERS 133 to 135
Reserved
CHAPTER 136
LIGHTING
136.1(319) Lighting of primary-secondary intersections
136.2(319) Destination lighting
136.3 to 136.5 Reserved
136.6(306) Warrants and design requirements for lighting

CHAPTERS 137 to 139
Reserved

CHAPTER 140
TRAFFIC SIGNALS AND BEACONS
ON PRIMARY ROADS
140.1(321) Erection of traffic signals and beacons on primary highways

CHAPTER 141
Reserved

CHAPTER 142
SPEED ZONING ON PRIMARY HIGHWAYS
142.1(321) Adjustment of speed zones on primary highways

CHAPTER 143
TRAFFIC SIGNAL SYNCHRONIZATION

143.1(364) Definitions

143.2(364) Applicability

143.3 Reserved

143.4(364) Required synchronization

CHAPTER 144
AUTOMATED TRAFFIC ENFORCEMENT ON THE PRIMARY ROAD SYSTEM

144.1(307) Purpose

144.2(307) Contact information

144.3(307) Definitions

144.4(307) Overview

144.5(307) Automated traffic enforcement system request

144.6(306,307,318,321) Minimum requirements for automated traffic enforcement systems
144.7(307) Evaluation and reporting

144.8(307) Continued use of automated traffic enforcement system

144.9(307) Appeal process

CHAPTERS 145 to 149
Reserved
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PRIMARY ROAD EXTENSIONS

CHAPTER 150
IMPROVEMENTS AND MAINTENANCE ON PRIMARY ROAD EXTENSIONS

150.1(306) Definitions

150.2(306) Improvements and maintenance on extensions of freeways

150.3(3006) Improvements and maintenance on extensions of nonfreeway primary highways
150.4(306) General requirements for primary road extensions

CHAPTER 151
CITY REQUESTS FOR CLOSURE OF
PRIMARY ROAD EXTENSIONS
151.1(321) Closing primary road extensions

CHAPTERS 152 to 159
Reserved

SPECIAL HIGHWAY PROGRAMS

CHAPTER 160
COUNTY AND CITY BRIDGE CONSTRUCTION FUNDS
160.1(312) Source of funds
160.2(312) Administration of funds

CHAPTER 161
FEDERAL-AID HIGHWAY BRIDGE REPLACEMENT
AND REHABILITATION PROGRAM

161.1(307) Source of funds
161.2(307) Administration of funds

CHAPTER 162

Reserved
CHAPTER 163
RISE PROGRAM

163.1(315) Definitions
163.2(315) Purpose of RISE program
163.3(315) Administration of RISE program
163.4(315) Source, allocation, and use of RISE funds
163.5(315) Project financing and funding shares
163.6(315) Eligibility of applicants and joint applications
163.7(315) Project activities eligible and ineligible for RISE funds
163.8(315) Immediate opportunity projects
163.9(315) Local development projects
163.10 Reserved
163.11(315) Project administration

CHAPTER 164
TRAFFIC SAFETY IMPROVEMENT PROGRAM

164.1(312) Definitions

164.2(312) Information and forms
164.3(312) Program administration
164.4(312) Applicant eligibility
164.5(312) Project eligibility

164.6(312) Eligible project costs
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164.7(312)
164.8(312)
164.9(312)
164.10(312)

165.1(312)
165.2(312)

165.3 and 165.4
165.5(312)

165.6 to 165.8
165.9(312)

165.10 and 165.11
165.12(312)
165.13 and 165.14
165.15(312)
165.16
165.17(312)
165.18
165.19(312)
165.20 and 165.21
165.22(312)
165.23(312)
165.24 and 165.25
165.26(312)
165.27 to 165.29
165.30(312)
165.31 and 165.32
165.33(312)

170.1(310)

172.1(307A)
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Ineligible project costs
Applications

Processing the application
Project agreement

CHAPTER 165

RECREATIONAL TRAILS PROGRAM
Definitions
Information and forms
Reserved
Program administration
Reserved
Applicant eligibility
Reserved
Project eligibility
Reserved
Eligible project costs
Reserved
Ineligible project costs
Reserved
Advance eligibility waivers
Reserved
Application
Application procedure
Reserved
Evaluation and approval
Reserved
Project agreement
Reserved
Noncompliance

CHAPTERS 166 to 169
Reserved

LOCAL SYSTEMS

CHAPTER 170
ALLOCATION OF FARM-TO-MARKET ROAD FUNDS
Temporary allocation

CHAPTER 171
Reserved

CHAPTER 172
AVAILABILITY OF INSTRUCTIONAL MEMORANDUMS
TO COUNTY ENGINEERS
Instructional memorandums to county engineers

CHAPTER 173

PREPARATION OF SECONDARY ROAD CONSTRUCTION PROGRAMS,
BUDGETS, AND COUNTY ENGINEERS” ANNUAL REPORTS

173.1(309)
173.2(309)

County construction program
County secondary road budget
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173.3(309) County engineer’s annual report
173.4(309) Contact information

CHAPTER 174
REIMBURSABLE SERVICES AND SUPPLIES
174.1(307) Contact information
174.2(307) Reimbursable services and supplies

CHAPTERS 175 to 177
Reserved

CHAPTER 178
PROJECT COST REPORTING REQUIREMENTS
FOR CITIES AND COUNTIES

178.1(314) Purpose

178.2(314) Contact information

178.3(314) Definitions

178.4(314) Detailed instructions furnished to cities and counties
178.5(314) Project reporting

CHAPTER 179
Reserved

CHAPTER 180
PUBLIC IMPROVEMENT QUOTATION PROCESS FOR GOVERNMENTAL ENTITIES

180.1(314) Purpose

180.2(314) Contact information

180.3(314) Definitions

180.4(314) Types of projects

180.5(314) Solicitation of quotations

180.6(314) Submission of competitive quotation by governmental entity
180.7(314) Form and content of competitive quotations

180.8(314) Evaluation of competitive quotations

180.9(314) Award of contract and subsequent procedures

180.10(314) Retained funds

CHAPTER 181
STATEWIDE STANDARD FOR PERMITTING
CERTAIN IMPLEMENTS OF HUSBANDRY

181.1(321) Statewide standard
CHAPTERS 182 to 200
Reserved
INTERMODAL
CHAPTER 201
INTERMODAL PILOT PROJECT PROGRAM
201.1(473) General information
201.2(473) Definitions
201.3(473) Eligibility
201.4(473) Financial assistance
201.5(473) Application procedure
201.6(473) Staff analysis

201.7(473) Staff recommendation
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201.8(473)
201.9(473)
201.10(473)

400.1(321)
400.2(321)
400.3(321)
400.4(321)
400.5(321)
400.6(17A)
400.7(321)
400.8(321)
400.9
400.10(321)
400.11(321)
400.12(321)
400.13(321)
400.14(321)
400.15(321)
400.16(321)

400.17 and 400.18

400.19(321)
400.20(321)
400.21(321)
400.22(321)
400.23(321)
400.24(321)
400.25(321)
400.26(321)

400.27(321,322)

400.28(321)
400.29
400.30(321)
400.31
400.32(321)

400.33 and 400.34

400.35(321)
400.36(321)
400.37(321)
400.38

400.39(321)
400.40(321)
400.41

400.42(321)
400.43(321)
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Commission action
Contract preparation and execution
Monitoring

CHAPTERS 202 to 399
Reserved

VEHICLES

CHAPTER 400
VEHICLE REGISTRATION AND CERTIFICATE OF TITLE
Definitions
Vehicle registration and certificate of title—general provisions
Application for certificate of title or registration for a vehicle
Supporting documents required
Where to apply for registration or certificate of title
Addresses, information and forms
Information appearing on title or registration
Release form for cancellation of security interest
Reserved
Assignment of security interest
Sheriff’s levy, restitution lien, and forfeiture lien noted as security interests
Replacement certificate of title
Bond required before title issued
Transfer of ownership
Cancellation of a certificate of title
Application for certificate of title or original registration for a specially constructed,
reconstructed, street rod or replica motor vehicle
Reserved
Temporary use of vehicle without plates or registration card
Registration of motor vehicle weighing 55,000 pounds or more
Registration of vehicles on a restricted basis
Transfers of ownership by operation of law
Junked vehicle
New vehicle registration fee
Fees established by the department
Anatomical gift
Vehicles held for resale or trade by dealers
Special trucks
Reserved
Registration of vehicles registered in another state or country
Reserved
Vehicles owned by nonresident members of the armed services
Reserved
Registration of vehicles equipped for persons with disabilities
Land and water-type travel trailers registration fee
Motorcycle primarily designed or converted to transport property
Reserved
Conversion of motor vehicles
Manufactured or mobile home converted to or from real property
Reserved
Church bus registration fee
Storage of vehicles



IAC 7/9/14

400.44(321)
400.45(321)
400.46(321)
400.47(321)

400.48 and 400.49
400.50(321,326)

400.51(321)
400.52(321)
400.53(321)
400.54(321)
400.55(321)
400.56(321)
400.57

400.58(321)
400.59(321)

400.60(321)
400.61(321)
400.62(321)
400.63(321)
400.64(321)

400.65 to 400.69

400.70(321)

401.1(321)
401.2(321)
401.3
401.4(321)
401.5(321)
401.6(321)
401.7(321)
401.8(321)
401.9(321)
401.10(321)
401.11(321)
401.12
401.13(321)
401.14
401.15(321)
401.16(321)
401.17(321)
401.18(321)

401.19(321)
401.20(321)
401.21(321)
401.22(321)
401.23(321)

Transportation[761] Analysis, p.13

Penalty on registration fees

Suspension, revocation or denial of registration

Termination of suspension of registration

Raw farm products

Reserved

Refund of registration fees

Assigned identification numbers

Odometer statement

Stickers

Registration card issued for trailer-type vehicles

Damage disclosure statement

Hearings

Reserved

Motorized bicycles

Registration documents lost or damaged in transit through the United States postal
service

Credit of registration fees

Reassignment of registration plates

Storage of registration plates, certificate of title forms and registration forms

Disposal of surrendered registration plates

County treasurer’s report of motor vehicle collections and funds

Reserved

Removal of registration and plates by peace officer under financial liability
coverage law

CHAPTER 401
SPECIAL REGISTRATION PLATES
Definition
Application, issuance and renewal
Reserved

Gift certificates

Amateur radio call letter plates

Personalized plates

Collegiate plates

Medal of Honor plates

Firefighter plates

Emergency medical services plates

Natural resources plates

Reserved

Disabled veteran plates

Reserved

Processed emblem application and approval process

Special plates with processed emblems—general

State agency-sponsored processed emblem plates

Combat infantryman badge, combat action badge, combat action ribbon, air force
combat action medal, combat medical badge, fallen peace officers and civil war
sesquicentennial plates

Legion of Merit plates

Persons with disabilities plates

Ex-prisoner of war plates

National guard plates

Pearl Harbor plates
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401.24(321)
401.25(321)

401.26 to 401.30

401.31(321)
401.32(321)
401.33(321)
401.34(321)
401.35(321)
401.36(321)

405.1(321)
405.2(321)
405.3(321)

405.4 and 405.5

405.6(321)
405.7(321)
405.8(321)
405.9(321)
405.10(321)

405.11 to 405.14

405.15(321)

410.1(321)
410.2(321E)

411.1(321L)
411.2(321L)
411.3(321L)
411.4(321L)
411.5(321L)
411.6

411.7(321L)
411.8(321L)

415.1(321)
415.2(321)
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Purple Heart, Silver Star and Bronze Star plates
U.S. armed forces retired plates

Reserved

Veteran plates

Surrender of plates

Validation fees

Reassignment of plates

Revocation of special registration plates

Refund of fees
CHAPTERS 402 to 404
Reserved
CHAPTER 405
SALVAGE
Applicability
Definitions
Salvage title
Reserved

Iowa salvage title required

Converting salvage title to regular title
Foreign vehicles

Records check

Designations

Reserved

Salvage theft examination

CHAPTERS 406 to 409
Reserved

CHAPTER 410
SPECIAL MOBILE EQUIPMENT
General
Special mobile equipment transported on a registered vehicle

CHAPTER 411

PERSONS WITH DISABILITIES PARKING PERMITS
Administration
Application for persons with disabilities parking permit
Removable windshield placards
Persons with disabilities special registration plate parking stickers
Persons with disabilities special registration plates
Reserved
Revocation
Return of parking permit

CHAPTERS 412 to 414
Reserved

CHAPTER 415
DRIVER’S PRIVACY PROTECTION—CERTIFICATES
OF TITLE AND VEHICLE REGISTRATION
Applicability
Adoption
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415.3(321)
415.4(321)

424.1(321)
424.2 and 4243
424.4(321)

425.1(322)
4252

425.3(322)

425.4 t0 425.9
425.10(322)
425.11
425.12(322)
425.13
425.14(322)
425.15 and 425.16
425.17(322)
425.18(322)
425.19
425.20(322)
425.21 to 425.23
425.24(322)
425.25
425.26(322)
425.27 and 425.28
425.29(322)
425.30(322)
425.31(322)
425.32 t0 425.39
425.40(322)
425.41 to 425.49
425.50(322)
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Definitions
Requirements and procedures

CHAPTERS 416 to 423

Reserved
CHAPTER 424
TRANSPORTER PLATES
General
Reserved
Transporter plates
CHAPTER 425

MOTOR VEHICLE AND TRAVEL TRAILER DEALERS,

MANUFACTURERS, DISTRIBUTORS AND WHOLESALERS

Introduction

Reserved

Definitions

Reserved

Application for dealer’s license

Reserved

Motor vehicle dealer’s place of business

Reserved

Travel trailer dealer’s place of business

Reserved

Extension lot license

Supplemental statement of changes

Reserved

Fleet vehicle sales and retail auction sales

Reserved

Miscellaneous requirements

Reserved

Fairs, shows and exhibitions

Reserved

Classic car permit

Motor truck display permit

Firefighting and rescue show permit

Reserved

Salespersons of dealers

Reserved

Manufacturers, distributors, and wholesalers

425.51 and 425.52 Reserved

425.53(322)
425.54 to 425.59
425.60(322)
425.61
425.62(322)
425.63 to 425.69
425.70(321)
425.71
425.72(321)

Wholesaler’s financial liability coverage
Reserved

Right of inspection

Reserved

Denial, suspension or revocation
Reserved

Dealer plates

Reserved

Demonstration permits
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430.1(321F)
430.2(321F)
430.3(321F)
430.4(321F)

431.1(321H)
431.2(321H)
431.3(321H)
431.4(321H)
431.5(321H)
431.6(321)

450.1
450.2(321)

450.3(321)
450.4(321)

450.5

450.6(321)
450.7(321)

451.1(321)
451.2(321)

452.1 and 452.2
452.3(321)

454.1(321)
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CHAPTERS 426 to 429

Reserved
CHAPTER 430
MOTOR VEHICLE LEASING LICENSES
General
Application

Supplemental statements
Separate licenses required

CHAPTER 431
VEHICLE RECYCLERS
General
Criteria for a vehicle recycler license
Application
Firm name

Denial, suspension or revocation of license
Right of inspection

CHAPTERS 432 to 449
Reserved

CHAPTER 450
MOTOR VEHICLE EQUIPMENT
Reserved
Equipment requirements for specially constructed, reconstructed, street rod, and
replica motor vehicles, other than motorcycles and motorized bicycles
Mud and snow tire
Minimum requirements for constructing and equipping specially constructed or
reconstructed motorcycles or motorized bicycles
Reserved
Safety requirements for the movement of implements of husbandry on a roadway
Front windshields, windows or sidewings

CHAPTER 451
EMERGENCY VEHICLE PERMITS
Information
Authorized emergency vehicle certificate

CHAPTER 452
REFLECTIVE DEVICES ON SLOW-MOVING VEHICLES
Reserved
Alternative reflective device

CHAPTER 453
Reserved

CHAPTER 454
TOWING WRECKED OR DISABLED VEHICLES
Definitions

CHAPTERS 455 to 479
Reserved
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480.1(321)
480.2(321)
480.3(321)
480.4(321)
480.5(321)

500.1(326)

500.2(17A,326)
500.3(17A,326)

500.4(326)
500.5(321)

500.6(321,326)

500.7(326)
500.8(326)
500.9(326)
500.10(326)
500.11(326)
500.12(326)
500.13(326)
500.14(326)
500.15(321)

500.16(321,326)

500.17(326)
500.18(326)
500.19(326)
500.20(326)
500.21(326)
500.22(326)
500.23(326)
500.24(326)
500.25(326)

505.1(452A)
505.2(452A)
505.3(452A)
505.4(452A)
505.5(452A)
505.6(452A)
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CHAPTER 480
ABANDONED VEHICLES
Definitions
Location
General requirements
Abandoned vehicle report
Time limits

CHAPTERS 481 to 499
Reserved

MOTOR CARRIERS

CHAPTER 500

INTERSTATE REGISTRATION AND OPERATION OF VEHICLES

Definitions

General information

Waiver of rules

Renewal for IRP registration

Deadline for placing a vehicle in storage
Penalty for late filing of renewal

IRP payment methods

IRP plate

Fleet additions and temporary authority

Fleet deletions

Voluntary cancellation of registration

Policy on registration credit

Penalty for late filing of vehicle schedule
Renewal and vehicle schedule late payment penalty
Deadline for payment of first-half fee
Second-half late payment penalty

Duplicate credentials

Suspension for nonpayment of registration fees
Suspension of registration if payment is dishonored by a financial institution
Making claim for refund

Registration expiration and enforcement dates
Registration of vehicles with non-lowa titles
Record retention

Trip permits

Electronic information

CHAPTERS 501 to 504
Reserved

CHAPTER 505

INTERSTATE MOTOR VEHICLE FUEL LICENSES AND PERMITS

Definitions

General information
General stipulations
Quarterly reports
Audits—required reports
Hearings
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511.1(321E)
511.2(321E)
511.3(321E)
511.4(321E)
511.5(321,321E)
511.6(321E)
511.7(321,321E)
511.8(321,321E)
511.9(321,321E)
511.10(321,321E)
511.11(321,321E)
511.12(321,321E)

511.13(321,321E)
511.14(321E)
511.15(321E)
511.16(321,321E)

513.1(321)
513.2(321)
513.3(321)
513.4(321)
513.5(321)

520.1(321)
520.2(321)
520.3(321)
520.4(321)
520.5(321)
520.6(321)
520.7(321)
520.8(321)
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CHAPTERS 506 to 510
Reserved

CHAPTER 511
SPECIAL PERMITS FOR OPERATION AND MOVEMENT OF
VEHICLES AND LOADS OF EXCESS SIZE AND WEIGHT
Definitions
Location and general information
Movement under permit
Permits
Fees and charges
Insurance and bonds
Annual permits
Annual oversize/overweight permits
All-systems permits
Multitrip permits
Single-trip permits
Maximum axle weights and maximum gross weights for vehicles and loads moved
under permit
Movement of vehicles with divisible loads exceeding statutory size or weight limits
Towing units
Escorting
Permit violations

CHAPTER 512
Reserved

CHAPTER 513
COMPACTED RUBBISH VEHICLE PERMITS
Definitions
General stipulations
Application
Replacement permit
Permit violations

CHAPTERS 514 to 519
Reserved

CHAPTER 520
REGULATIONS APPLICABLE TO CARRIERS
Safety and hazardous materials regulations
Definitions
Motor carrier safety regulations exemptions
Hazardous materials exemptions
Safety fitness
Out-of-service order
Driver’s statement
Agricultural operations

CHAPTERS 521 to 523
Reserved
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524.1(325A)
524.2(325A)
524.3(325A)
524.4(325A)
524.5(325A)
524.6(325A)
524.7(325A)
524.8(325A)
524.9(325A)
524.10(325A)
524.11(325A)
524.12(325A)
524.13(325A)
524.14(325A)
524.15(325A)
524.16
524.17(325A)
524.18(325A)

529.1(327B)
529.2(327B)
529.3(327B)

600.1(321)
600.2(17A)
600.3(321)

600.4(252],261,321)

600.5 to 600.15
600.16(321)

601.1(321)
601.2(321)
601.3 and 601.4
601.5(321)
601.6(321)
601.7(321)
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CHAPTER 524
FOR-HIRE INTRASTATE MOTOR CARRIER AUTHORITY
Purpose and applicability
General information
Applications and supporting documents
Issuance of credentials
Duplicate motor carrier permit or motor carrier certificate
Amendment to a motor carrier permit or certificate
Insurance—suspension
Self-insurance for motor carriers of passengers
Safety self-certification
Financial statement
Safety education seminar
Marking of motor vehicles
Bills of lading or freight receipts
Lease of a vehicle
Tariffs
Reserved
Suspension, revocation or reinstatement
Hearings

CHAPTERS 525 to 528
Reserved

CHAPTER 529
FOR-HIRE INTERSTATE MOTOR CARRIER AUTHORITY
Motor carrier regulations
Registering interstate authority in lowa
Waiver of rules

CHAPTERS 530 to 599
Reserved

DRIVER LICENSES

CHAPTER 600
GENERAL INFORMATION
Definitions
Information and location
Persons exempt
Persons not to be licensed
Reserved
Seat belt exemptions

CHAPTER 601

APPLICATION FOR LICENSE
Application for license
Surrender of license and nonoperator’s identification card
Reserved
Proofs submitted with application
Parental consent
REAL ID driver’s license
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602.1(321)
602.2(321)
602.3
602.4(321)
602.5 to 602.10
602.11(321)
602.12(321)
602.13(321)
602.14
602.15(321)
602.16
602.17(321)
602.18(321)
602.19(321)
602.20
602.21(321)
602.22
602.23(321)
602.24(321)
602.25(321)
602.26(321)

604.1(321)
604.2(321)
604.3(17A)
604.4 to 604.6
604.7(321)
604.8 and 604.9
604.10(321)
604.11(321)
604.12(321)
604.13(321)
604.14 to 604.19
604.20(321)
604.21(321)
604.22(321)
604.23 to 604.29
604.30(321)
604.31(321)
604.32 to 604.34
604.35(321)
604.36 to 604.39
604.40(321)
604.41 to 604.44
604.45(321)
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CHAPTER 602

CLASSES OF DRIVER’S LICENSES
Driver’s licenses
Information and forms
Reserved
Definitions of immediate family
Reserved
Class C noncommercial driver’s license
Class D noncommercial driver’s license (chauffeur)
Class M noncommercial driver’s license (motorcycle)
Reserved
Minor’s restricted license
Reserved
Minor’s school license
Motorcycle instruction permit
Noncommercial instruction permit
Reserved
Special noncommercial instruction permit
Reserved
Chauffeur’s instruction permit
Motorized bicycle license
Minor’s restricted license
Minor’s school license

CHAPTER 603

Reserved
CHAPTER 604
LICENSE EXAMINATION
Authority and scope
Definitions
Information and forms
Reserved
Examination
Reserved

Vision screening

Vision standards

Vision referrals

Vision screening results

Reserved

Knowledge test

Knowledge test requirements and waivers
Knowledge test results

Reserved

Driving test

Driving test requirements and waivers for noncommercial driver’s licenses
Reserved

Determination of gross vehicle weight rating
Reserved

Failure to pass examination

Reserved

Reinstatement
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604.46 to 604.49
604.50(321)

605.1(321)
605.2(321)
605.3(321)
605.4(321)
605.5(321)
605.6(321)
605.7 and 605.8
605.9(321)
605.10
605.11(321)
605.12(321)
605.13 and 605.14
605.15(321)
605.16(321)
605.17 to 605.19
605.20(321)
605.21 to 605.24
605.25(321)

607.1(321)
607.2(17A)
607.3(321)
607.4 and 607.5
607.6(321)
607.7(321)
607.8 and 607.9
607.10(321)
607.11 to 607.14
607.15(321)
607.16(321)
607.17(321)
607.18(321)
607.19
607.20(321)
607.21 to 607.24
607.25(321)
607.26(321)
607.27(321)
607.28(321)
607.29 and 607.30
607.31(321)
607.32 to 607.34
607.35(321)
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Reserved
Special reexaminations

CHAPTER 605
LICENSE ISSUANCE
Scope
Contents of license
License class
Endorsements
Restrictions
License term for temporary foreign national
Reserved
Fees for driver’s licenses
Reserved
Duplicate license
Address changes
Reserved
License extension
Military extension
Reserved
Fee adjustment for upgrading license
Reserved
License renewal

CHAPTER 606
Reserved

CHAPTER 607
COMMERCIAL DRIVER LICENSING
Scope
Information
Definitions
Reserved
Exemptions
Records
Reserved
Adoption of federal regulations
Reserved
Application
Commercial driver’s license (CDL)
Endorsements
Restrictions
Reserved
Commercial driver’s instruction permit
Reserved
Examination for a commercial driver’s license
Vision screening
Knowledge tests
Skills test
Reserved
Test results
Reserved
Issuance of commercial driver’s license
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607.36 Reserved

607.37(321) Commercial driver’s license renewal

607.38(321) Transfers from another state

607.39(321) Disqualification

607.40(321) Sanctions

607.41 to 607.44  Reserved

607.45(321) Reinstatement

607.46 to 607.48 Reserved

607.49(321) Restricted commercial driver’s license

607.50(321) Self-certification of type of driving and submission of medical examiner’s

certificate

607.51(321) Determination of gross vehicle weight rating

CHAPTERS 608 and 609
Reserved
CHAPTER 610

RELEASE OF COMPUTERIZED DRIVER’S LICENSE
AND NONOPERATOR’S IDENTIFICATION CARD RECORDS

610.1(321) Applicability
610.2(321) Definitions
610.3(321) Copying files to computer tape cartridges

610.4(321,321A) Certified abstract of operating records

CHAPTER 611
DRIVER’S PRIVACY PROTECTION—DRIVER’S LICENSE
AND NONOPERATOR’S IDENTIFICATION CARD

611.1(321) Applicability
611.2(321) Adoption
611.3(321) Definitions
611.4(321) Requirements and procedures
CHAPTERS 612 to 614
Reserved
CHAPTER 615
SANCTIONS
615.1(321) Definitions
615.2(321) Scope
615.3(17A) Information and address
615.4(321) Denial for incapability
615.5and 615.6  Reserved
615.7(321) Cancellations
615.8 Reserved
615.9(321) Habitual offender
615.10 Reserved
615.11(321) Periods of suspension
615.12(321) Suspension of a habitually reckless or negligent driver
615.13(321) Suspension of a habitual violator
615.14(321) Suspension for incapability
615.15(321) Suspension for unlawful use of a license
615.16(321) Suspension for out-of-state offense

615.17(321) Suspension for a serious violation
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615.18(321)
615.19(321)
615.20(321)
615.21(321)
615.22(321)
615.23(321)

615.24(252]),261)

615.25
615.26(321)

615.27 and 615.28

615.29(321)
615.30(321)
615.31

615.32(321)
615.33(321)

615.34 and 615.35

615.36(321)
615.37(321)

615.38(17A,321)

615.39(321)
615.40(321)
615.41

615.42(321)
615.43(321)
615.44(321)
615.45(321)

620.1
620.2(321)
620.3(321)
620.4(321)
620.5(321)
620.6(321)

620.7 to 620.9

620.10(3217)

620.11 to 620.14

620.15(321J)
620.16(3217)

625.1(321)
625.2(321)
625.3(321)
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Suspension under the nonresident violator compact

Suspension for a charge of vehicular homicide

Suspension for moving violation during probation

Suspension of a minor’s school license and minor’s restricted license
Suspension for nonpayment of fine, penalty, surcharge or court costs
Suspensions for juveniles

Suspension upon receipt of a certificate of noncompliance

Reserved

Suspension or revocation for violation of a license restriction
Reserved

Mandatory revocation

Revocation for out-of-state offense

Reserved

Extension of revocation period

Revocation of a minor’s license

Reserved

Effective date of suspension, revocation, disqualification or bar
Service of notice

Hearing and appeal process

Surrender of license

License reinstatement or reissue

Reserved

Remedial driver improvement action under lowa Code section 321.180B
Driver improvement program

Driver improvement interview

Temporary restricted license (work permit)

CHAPTERS 616 to 619
Reserved

CHAPTER 620
OWI AND IMPLIED CONSENT

Reserved
Information and location
Issuance of temporary restricted license
Hearings and appeals
Reinstatement
Issuance of temporary restricted license after revocation period has expired
Reserved
Revocation for deferred judgment
Reserved
Substance abuse evaluation and treatment or rehabilitation services
Drinking drivers course

CHAPTERS 621 to 624
Reserved

CHAPTER 625
DRIVER’S LICENSES FOR UNDERCOVER
LAW ENFORCEMENT OFFICERS
Purpose
Application
Issuance
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625.4(321)
625.5(321)
625.6(321)

630.1(321)
630.2(321)
630.3(321)
630.4(321)

634.1(321)
634.2(321)
634.3

634.4(321)
634.5

634.6(321)
634.7(321)
634.8(321)

635.1(321)
635.2(321)
635.3(321)
635.4(321)
635.5(321)
635.6(321)
635.7(321)

636.1(321)
636.2(321)
636.3

636.4(321)
636.5(321)
636.6

636.7(321)
636.8(321)
636.9(321)
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Renewal not permitted
Cancellation
Records

CHAPTERS 626 to 629
Reserved

CHAPTER 630
NONOPERATOR’S IDENTIFICATION
General information
Application and issuance
Duplicate card

Cancellation

CHAPTERS 631 to 633

Reserved
CHAPTER 634

DRIVER EDUCATION
Information and location
Definition
Reserved
Driver education course standards and requirements
Reserved

Teacher qualifications
Behind-the-wheel instructor’s certification
Private and commercial driver education schools

CHAPTER 635
MOTORCYCLE RIDER EDUCATION (MRE)
Definitions
Approved course in motorcycle rider education
Instructors
Responsibilities of sponsors
Use of motorcycle rider education fund
Information and location
License issuance

CHAPTER 636
MOTORIZED BICYCLE RIDER EDUCATION
Information and location
Definitions
Reserved
Agencies or institutions
Private or commercial sponsors
Reserved
Course requirements
Teacher qualifications
Evaluation

CHAPTERS 637 to 639
Reserved
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640.1(321A)
640.2(321A)
640.3(321A)
640.4(321A)
640.5(321A)
640.6(321A)
640.7(321A)

641.1(321)
641.2(321)
641.3(321)
641.4(321)
641.5(321)
641.6(321)

700.1(328)
700.2(17A)
700.3(17A)

710.1(328)
710.2(328)
710.3(17A)
710.4(330)
710.5(328)

715.1(328)
715.2(328)
715.3(328)
715.4(328)
715.5

715.6(328)
715.7(328)
715.8(328)
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CHAPTER 640
FINANCIAL RESPONSIBILITY
General provisions
Hearing and appeal process
Accident reporting requirements
Security required following accident
Judgments
Proof of financial responsibility for the future
Transfer of suspended registration

CHAPTER 641

FINANCIAL LIABILITY COVERAGE CARDS
Purpose and applicability
Definitions
Content of financial liability coverage card
Responsibilities of insurer
Acquisition of additional or replacement motor vehicles
New policies

CHAPTERS 642 to 699
Reserved

AERONAUTICS

CHAPTER 700
AERONAUTICS ADMINISTRATION
Definitions
Information and forms
Hearing and appeal process

CHAPTERS 701 to 709
Reserved

CHAPTER 710
AIRPORT IMPROVEMENT PROGRAM
Purpose
Definitions
Information and forms
Federal airport improvement funds
State airport improvement funds

CHAPTERS 711 to 714
Reserved

CHAPTER 715

AIR SERVICE DEVELOPMENT PROGRAM
Purpose
Definitions
Eligibility and funding
Eligible project activities
Reserved
Project selection criteria
Application
Project administration
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CHAPTER 716
COMMERCIAL SERVICE VERTICAL INFRASTRUCTURE PROGRAM

716.1(328) Purpose
716.2(328) Definitions
716.3(328) Information and forms
716.4(328) Eligible airports
716.5(328) Eligible project activities
716.6 Reserved
716.7(328) Project application and review
716.8(328) Project administration
CHAPTER 717
GENERAL AVIATION VERTICAL INFRASTRUCTURE PROGRAM
717.1(328) Purpose
717.2(328) Definitions
717.3(328) Information and forms
717.4(328) Applicant eligibility
717.5(328) Eligible project activities
717.6 Reserved
717.7(328) Funding
717.8(328) Project priorities
717.9(328) Project applications
717.10(328) Review and approval
717.11(328) Project administration
CHAPTERS 718 and 719
Reserved
CHAPTER 720
IOWA AIRPORT REGISTRATION
720.1(328) Scope
720.2(328) Definitions
720.3(328) Airport site approval required
720.4(328) Public-use airport
720.5(328) Private-use airport
720.6(328) Revocation or denial
720.7 to 720.9 Reserved
720.10(328) Minimum safety standards
720.11 to 720.14  Reserved
720.15(328) Airport closing
CHAPTERS 721 to 749
Reserved
CHAPTER 750
AIRCRAFT REGISTRATION
750.1(328) Purpose
750.2(328) Definitions
750.3(17A) Information and forms
750.4 to 750.8 Reserved
750.9(328) Registration
750.10(328) First registration procedure

750.11 to 750.14  Reserved
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750.15(328)
750.16 to 750.19
750.20(328)
750.21 to 750.28
750.29(328)
750.30(328)

800.1(307)
800.2(17A)
800.3(327C)
800.4(327C)
800.5 to 800.14
800.15(327F)
800.16 to 800.19
800.20(327G)

802.1(327C)
802.2(327C)

810.1(327C)
810.2(327C)
810.3

810.4(327F)
810.5(327F)
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Aircraft not airworthy
Reserved

Renewal notice

Reserved

Penalty on registration fees
Lien

CHAPTERS 751 to 799
Reserved

RAILROADS

CHAPTER 800
ITEMS OF GENERAL APPLICATION FOR RAILROADS
Definitions
Location and submission of documents
Accounts
Annual reports
Reserved
Train speed ordinances
Reserved
Removal of tracks from crossings

CHAPTER 801
Reserved

CHAPTER 802
REPORTING OF RAILROAD ACCIDENTS/INCIDENTS
Written reports
Immediate reporting of personal injury or death

CHAPTERS 803 to 809
Reserved

CHAPTER 810
RAILROAD SAFETY STANDARDS
Track standards
Track inspection
Reserved
First aid and medical treatment for railroad employees
Worker transportation

CHAPTER 811

HIGHWAY-RAILROAD GRADE CROSSING WARNING DEVICES

811.1(307)

812.1(307)
812.2(307)
812.3(307)
812.4(307)

Standards

CHAPTER 812
CLASSIFICATIONS AND STANDARDS FOR
HIGHWAY-RAILROAD GRADE CROSSINGS
Purpose
Classification
Warning device standards and their implementation
Effect of rules
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CHAPTER 813

CLOSE-CLEARANCE WARNING SIGNS ALONG RAILROAD TRACKS

813.1(327F)
813.2(327F)
813.3(327F)
813.4(327F)
813.5(327F)
813.6(327F)

813.7 and 813.8

813.9(327F)
813.10(327F)

820.1(327G)
820.2(327G)
820.3(327G)
820.4(327G)
820.5(327G)

821.1(327G)
821.2(327G)
821.3(327G)

822.1(327H)
822.2(327H)
822.3(327H)
822.4(327H)
822.5(327H)
822.6(327H)
822.7(327H)
822.8(327H)
822.9
822.10(327H)
822.11(327H)
822.12(327H)

Purpose and scope
Applicability

Information

Definitions

Close-clearance dimensions
Signing requirements
Reserved

Enforcement
Reimbursement

CHAPTERS 814 to 819
Reserved

CHAPTER 820
HIGHWAY GRADE CROSSING SAFETY FUND
Definitions
Purpose
Information and submissions
Participation in the maintenance costs of eligible warning devices
Reimbursement

CHAPTER 821
HIGHWAY-RAILROAD GRADE CROSSING SURFACE
REPAIR FUND
Definitions
General information
Procedures for the use of grade crossing surface repair funds

CHAPTER 822

RAILROAD REVOLVING LOAN AND GRANT FUND PROGRAM

Introduction

Definitions

Information

Purpose of program

Funding

Project criteria

Applicant eligibility

Eligible and ineligible project costs
Reserved

Project application

Project evaluation and approval
Project agreement and administration

CHAPTERS 823 to 899
Reserved
PUBLIC TRANSIT

CHAPTERS 900 to 909
Reserved
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910.1(324A)
910.2(17A)

910.3(324A)
910.4(324A)
910.5(324A)
910.6(324A)
910.7(324A)

910.8(17A,324A)

911.1(321)

911.2(321,324A)

911.3(321)
911.4(321)
911.5(321)
911.6(321)
911.7(321)
911.8(321)
911.9(321)
911.10(321)

920.1(324A)
920.2(324A)
920.3(324A)
920.4(324A)
920.5(324A)
920.6(324A)
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CHAPTER 910

COORDINATION OF PUBLIC TRANSIT SERVICES
Definitions
Information and location
Statewide transportation coordination advisory council
Certification process
Standards for compliance
Noncompliance
Noncompliant sanctions
Revocation

CHAPTER 911
SCHOOL TRANSPORTATION SERVICES PROVIDED
BY REGIONAL TRANSIT SYSTEMS
Purpose and information
Definitions
Services to students as part of the general public
Contracts for nonexclusive school transportation
Adoption of federal regulations
Driver standards
Vehicle standards
Maintenance
Safety equipment
Operating policies

CHAPTERS 912 to 919
Reserved

CHAPTER 920

STATE TRANSIT ASSISTANCE
Statement of policy
General information
Definitions
Types of projects
Standards for projects
Processing

CHAPTER 921

ADVANCED ALLOCATIONS OF STATE TRANSIT ASSISTANCE FUNDING

921.1(324A)
921.2(324A)
921.3(324A)
921.4(324A)
921.5(324A)
921.6

921.7(324A)
921.8(324A)
921.9(324A)

Scope of chapter

Basic types of advance allocations

Application for advance allocations

Application approval

Consideration in determining the approval of advance allocation application
Reserved

Reports, and suspension and termination of allocations

Income derived from interest-bearing accounts and investments

“Joint Participation Agreement” close and audits
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CHAPTER 922
FEDERAL TRANSIT ASSISTANCE
922.1(324A) Projects for nonurbanized areas and private nonprofit transportation providers

CHAPTER 923
CAPITAL MATCH REVOLVING LOAN FUND
923.1(71GA,ch265) General information
923.2(71GA,ch265) Definitions
923.3(71GA,ch265) System eligibility
923.4(71GA,ch265) Project eligibility
923.5(71GA,ch265) Procedure

CHAPTER 924
PUBLIC TRANSIT INFRASTRUCTURE GRANT PROGRAM

924.1(324A) Purpose

924.2(324A) Definitions

924.3(324A) Information and forms
924.4 Reserved

924.5(324A) Applicant eligibility
924.6(324A) Project eligibility
924.7(324A) Eligible project activities
924.8(324A) Ineligible project activities
924.9 Reserved

924.10(324A) Funding

924.11(324A) Project applications

924.12 and 924.13 Reserved

924.14(324A) Project priorities

924.15(324A) Review and approval

924.16(324A) Project agreement and administration
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CHAPTER 122
KEEP IOWA BEAUTIFUL PROGRAM
Rescinded ARC 1516C, IAB 7/9/14, effective 8/13/14
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CHAPTER 10

GENERAL INDUSTRY SAFETY AND HEALTH RULES
[Prior to 9/24/86, Labor, Bureau of [530]]
[Prior to 10/7/98, see 347—Ch 10]

875—10.1(88) Definitions. As used in these rules, unless the context clearly requires otherwise:
“Part” means 875—Chapter 10, lowa Administrative Code.
“Standard” means a standard which requires conditions, or the adoption or use of one or more
practices, means, methods, operations, or processes, reasonably necessary or appropriate to provide safe
or healthful employment and places of employment.

875—10.2(88) Applicability of standards.

10.2(1) None of the standards in this chapter shall apply to working conditions of employees with
respect to which federal agencies other than the United States Department of Labor, exercise statutory
authority to prescribe or enforce standards or regulations affecting occupational safety or health.

10.2(2) If a particular standard is specifically applicable to a condition, practice, means, method,
operation, or process, it shall prevail over any different general standard which might otherwise be
applicable to the same condition, practice, means, method, operation, or process.

10.2(3) However, any standard shall apply according to its terms to any employment and place of
employment in any industry, even though particular standards are also prescribed for the industry, as in
1910.12, 1910.261, 1910.262, 1910.263, 1910.264, 1910.265, 1910.266, 1910.267, and 1910.268 of 29
CFR 1910, to the extent that none of such particular standards applies.

10.2(4) In the event a standard protects on its face a class of persons larger than employees, the
standard shall be applicable under this part only to employees and their employment and places of
employment.

10.2(5) An employer who is in compliance with any standard in this part shall be deemed to be in
compliance with the requirement of lowa Code section 88.4, but only to the extent of the condition,
practice, means, method, operation or process covered by the standard.

875—10.3(88) Incorporation by reference. The standards of agencies of the U.S. Government, and
organizations which are not agencies of the U.S. Government which are incorporated by reference in
this chapter have the same force and effect as other standards in this chapter. Only mandatory provisions
(i.e., provisions containing the word “shall” or other mandatory language) of standards incorporated by
reference are adopted under the Act.

875—10.4(88) Exception for hexavalent chromium exposure in metal and surface finishing job
shops. Prior to December 31, 2008, for employers that comply with the requirements of this rule, the
labor commissioner shall enforce respiratory protection provisions only with respect to employees who
fall into one of the six categories outlined in Paragraph 4, Appendix A, 29 CFR 1910.1026, except that
the phrase “Exhibit B to this Agreement” shall refer to Exhibit B, Appendix A, 29 CFR 1910.1026. This
exception is limited to the narrow circumstances outlined below and shall expire on May 31, 2010.

10.4(1) Eligibility. An employer’s facility is eligible for this exception if the employer is a member
of the Surface Finishing Industry Council or the facility is a surface-finishing or metal-finishing job shop
that sells plating or anodizing services to other companies.

10.4(2) Participation. To be covered by this exception, eligible employers must complete and
submit a Declaration of Participation via mail to the Labor Commissioner, 1000 East Grand Avenue,
Des Moines, lowa 50319, or via facsimile to (515)281-7995. Declarations of Participation must be
postmarked or received on or before April 7, 2007. Each declaration shall apply only to one facility.
Declaration of Participation forms are available at http://www.iowaworkforce.org/labor/iosh/index.html
or by calling (515)242-5870.

10.4(3) Applicability. This exception applies only to surface- and metal-finishing operations within
covered facilities.
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10.4(4) Feasible engineering controls. Participating employers must implement feasible
engineering controls necessary to reduce hexavalent chromium levels at their facilities to or below five
micrograms per cubic meter of air calculated as an eight-hour, time-weighted average by December 31,
2008. In fulfilling this obligation, participating employers may select from the engineering and work
practice controls listed in Exhibit A, Appendix A, 29 CFR 1910.1026, or may adopt other controls.

10.4(5) Employee training. Participating employers shall train their employees in accordance with
the provisions of 29 CFR 1910.1026(1)(2). Using language the employees can understand, participating
employers will also train their employees on the provisions of this exception no later than June 7, 2007.

10.4(6) Compliance and monitoring. Participating employers shall comply with the requirements
set forth in Paragraphs 3 and 4, Appendix A, 29 CFR 1910.1026, except that as used in Appendix A:

a. The acronym “OSHA? shall refer to the labor commissioner;

b.  The word “Company” shall refer to employers participating in this exception;

c¢.  The word “Agreement” shall refer to this rule; and

d. The phrase “Exhibit B to this Agreement” shall refer to Exhibit B, Appendix A, 29 CFR
1910.1026.

875—10.5 and 10.6 Reserved.

875—10.7(88) Definitions and requirements for a nationally recognized testing laboratory. The
federal regulations adopted at 29 CFR, Chapter X VII, Part 1910, regulation 1910.7 and Appendix A, as
published at 53 Fed. Reg. 12120 (April 12, 1988) and amended at 53 Fed. Reg. 16838 (May 11, 1988),
54 Fed. Reg. 24333 (June 7, 1989) and 65 Fed. Reg. 46818 (July 31, 2000) are adopted by reference.

875—10.8 to 10.11 Reserved.

875—10.12(88) Construction work.

10.12(1) Standards. The standards prescribed in 875—Chapter 26 are adopted as occupational
safety and health standards and shall apply, according to the provisions thereof, to every employment
and place of employment of every employee engaged in construction work. Each employer shall
protect the employment and places of employment of each employee engaged in construction work by
complying with the provisions of 875—Chapter 26.

10.12(2) Definition. For the purpose of this rule, “construction work” means work for construction,
alteration, or repair including painting and redecorating, and where applicable, the erection of new
electrical transmission and distribution lines and equipment, and the alteration, conversion, and
improvement of the existing transmission and distribution lines and equipment. This incorporation
by reference of 875—Chapter 26 (Part 1926) is not intended to include references to interpretative
rules having relevance to the application of the construction safety Act, but having no relevance to the
application of lowa Code chapter §8.

875—10.13 to 10.18 Reserved.

875—10.19(88) Special provisions for air contaminants.

10.19(1) Asbestos, tremolite, anthophyllite, and actinolite dust. Reserved.

10.19(2) Vinyl chloride. Rule 1910.1017 of the federal rules as adopted by reference in
875—10.20(88) shall apply to the exposure of every employee to vinyl chloride in every employment
and place of employment covered by 875—10.12(88), in lieu of any different standard on exposure to
vinyl chloride which would otherwise be applicable by virtue of any rule adopted in 875—Chapter 26.

10.19(3) Acrylonitrile. Rule 1910.1045 of the federal rules as adopted by reference in
875—10.20(88) shall apply to the exposure of every employee to acrylonitrile in every employment
and place of employment covered by 875—10.12(88), in lieu of any different standard on exposure to
acrylonitrile which would otherwise be applicable by virtue of any rule adopted in 875—Chapter 26.

10.19(4) Inorganic arsenic. Rule 1910.1018 of the federal rules as adopted by reference in
875—10.20(88) shall apply to the exposure of every employee to inorganic arsenic in every employment
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and place of employment covered by 875—10.12(88), in lieu of any different standard on exposure to
inorganic arsenic which would otherwise be applicable by virtue of any rule adopted in 875—Chapter
26.

10.19(5) Rescinded, effective 6/10/87.

10.19(6) Lead. Rescinded IAB 8/5/92, effective 8/5/92.

10.19(7) Ethylene oxide. Rule 1910.1047 of the federal rules as adopted by reference in
875—10.20(88) shall apply to the exposure of every employee to ethylene oxide in every employment
and place of employment covered by 875—10.12(88), in lieu of any different standard on exposure to
ethylene oxide which would otherwise be applicable by virtue of any rule adopted in 875—Chapter 26.

10.19(8) Benzene. Rule 1910.1028 of the federal rules as adopted by reference in 875—10.20(88)
shall apply to the exposure of every employee to benzene in every place of employment covered by
875—10.12(88), in lieu of any different standard on exposure to benzene which would otherwise be
applicable by virtue of any rule adopted in 875—Chapter 26.

10.19(9) Formaldehyde. Rule 1910.1048 of the federal rules as adopted by reference in
875—10.20(88) shall apply to the exposure of every employee to formaldehyde in every place of
employment covered by 875—10.12(88), in lieu of any different standard on exposure to formaldehyde
which would otherwise be applicable by virtue of any rule adopted in 875—Chapter 26.

10.19(10) Methylene chloride. Rule 1910.1052 of the federal rules as adopted by reference
in 875—10.20(88) shall apply to the exposure of every employee to methylene chloride in every
employment and place of employment covered by 875—10.12(88) in lieu of any different standard on
exposure to methylene chloride which would otherwise be applicable by virtue of any rule adopted in
875—Chapter 26.

875—10.20(88) Adoption by reference. The rules beginning at 1910.20 and continuing through 1910,
as adopted by the United States Secretary of Labor shall be the rules for implementing lowa Code chapter
88. This rule adopts the Federal Occupational Safety and Health Standards of 29 CFR, Chapter XVII,
Part 1910 as published at 37 Fed. Reg. 22102 to 22324 (October 18, 1972) and as amended at:

37 Fed. Reg. 23719 (November 8, 1972)

37 Fed. Reg. 24749 (November 21, 1972)

38 Fed. Reg. 3599 (February 8, 1973)

38 Fed. Reg. 9079 (April 10, 1973)

38 Fed. Reg. 10932 (May 3, 1973)

38 Fed. Reg. 14373 (June 1, 1973)

38 Fed. Reg. 16223 (June 21, 1973)

38 Fed. Reg. 19030 (July 17, 1973)

38 Fed. Reg. 27048 (September 28, 1973)

38 Fed. Reg. 28035 (October 11, 1973)

38 Fed. Reg. 33397 (December 4, 1973)

39 Fed. Reg. 1437 (January 9, 1974)

39 Fed. Reg. 3760 (January 29, 1974)

39 Fed. Reg. 6110 (February 19, 1974)

39 Fed. Reg. 9958 (March 15, 1974)

39 Fed. Reg. 19468 (June 3, 1974)

39 Fed. Reg. 35896 (October 4, 1974)

39 Fed. Reg. 41846 (December 3, 1974)

39 Fed. Reg. 41848 (December 3, 1974)

40 Fed. Reg. 3982 (January 27, 1975)

40 Fed. Reg. 13439 (March 26, 1975)

40 Fed. Reg. 18446 (April 28, 1975)

40 Fed. Reg. 23072 (May 28, 1975)

40 Fed. Reg. 23743 (June 2, 1975)

40 Fed. Reg. 24522 (June 9, 1975)
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40 Fed. Reg. 27369 (June 27, 1975)

40 Fed. Reg. 31598 (July 28, 1975)

41 Fed. Reg. 11504 (March 19, 1976)

41 Fed. Reg. 13352 (March 30, 1976)

41 Fed. Reg. 35184 (August 20, 1976)

41 Fed. Reg. 46784 (October 22, 1976)
41 Fed. Reg. 55703 (December 21, 1976)
42 Fed. Reg. 2956 (January 14, 1977)

42 Fed. Reg. 3304 (January 18, 1977)

42 Fed. Reg. 45544 (September 9, 1977)
42 Fed. Reg. 46540 (September 16, 1977)
42 Fed. Reg. 37668 (July 22, 1977)

43 Fed. Reg. 11527 (March 17, 1978)

43 Fed. Reg. 19624 (May 5, 1978)

43 Fed. Reg. 27394 (June 23, 1978)

43 Fed. Reg. 27434 (June 23, 1978)

43 Fed. Reg. 28472 (June 30, 1978)

43 Fed. Reg. 28473 (June 30, 1978)

43 Fed. Reg. 31330 (July 21, 1978)

43 Fed. Reg. 35032 (August 8, 1978)

43 Fed. Reg. 45809 (October 3, 1978)

43 Fed. Reg. 49744 (October 24, 1978)
43 Fed. Reg. 51759 (November 7, 1978)
43 Fed. Reg. 53007 (November 14, 1978)
43 Fed. Reg. 56893 (December 5, 1978)
43 Fed. Reg. 57602 (December 8, 1978)
44 Fed. Reg. 5447 (January 26, 1979)

44 Fed. Reg. 50338 (August 28, 1979)

44 Fed. Reg. 60981 (October 23, 1979)
44 Fed. Reg. 68827 (November 30, 1979)
45 Fed. Reg. 6713 (January 29, 1980)

45 Fed. Reg. 8594 (February 8, 1980)

45 Fed. Reg. 12417 (February 26, 1980)
45 Fed. Reg. 35277 (May 23, 1980)

45 Fed. Reg. 41634 (June 20, 1980)

45 Fed. Reg. 54333 (August 15, 1980)
45 Fed. Reg. 60703 (September 12, 1980)
46 Fed. Reg. 4056 (January 16, 1981)

46 Fed. Reg. 6288 (January 21, 1981)

46 Fed. Reg. 24557 (May 1, 1981)

46 Fed. Reg. 32022 (June 19, 1981)

46 Fed. Reg. 40185 (August 7, 1981)

46 Fed. Reg. 2632 (August 21, 1981)

46 Fed. Reg. 42632 (August 21, 1981)

46 Fed. Reg. 45333 (September 11, 1981)
46 Fed. Reg. 60775 (December 11, 1981)
47 Fed. Reg. 39161 (September 7, 1982)
47 Fed. Reg. 51117 (November 12, 1982)
47 Fed. Reg. 53365 (November 26, 1982)
48 Fed. Reg. 2768 (January 21, 1983)

48 Fed. Reg. 9641 (March 8, 1983)

48 Fed. Reg. 9776 (March 8, 1983)
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48 Fed. Reg. 29687 (June 28, 1983)

49 Fed. Reg. 881 (January 6, 1984)

49 Fed. Reg. 4350 (February 3, 1984)

49 Fed. Reg. 5321 (February 10, 1984)
49 Fed. Reg. 25796 (June 22, 1984)

50 Fed. Reg. 1050 (January 9, 1985)

50 Fed. Reg. 4648 (February 1, 1985)

50 Fed. Reg. 9800 (March 12, 1985)

50 Fed. Reg. 36992 (September 11, 1985)
50 Fed. Reg. 37353 (September 13, 1985)
50 Fed. Reg. 41494 (October 11, 1985)
50 Fed. Reg. 51173 (December 13, 1985)
51 Fed. Reg. 22733 (June 20, 1986)

51 Fed. Reg. 24325 (July 3, 1986)

51 Fed. Reg. 25053 (July 10, 1986)

51 Fed. Reg. 33033 (September 18, 1986)
51 Fed. Reg. 33260 (September 19, 1986)
51 Fed. Reg. 34560 (September 29, 1986)
51 Fed. Reg. 45663 (December 19, 1986)
52 Fed. Reg. 16241 (May 4, 1987)

52 Fed. Reg. 17753 (May 12, 1987)

52 Fed. Reg. 34562 (September 11, 1987)
52 Fed. Reg. 36026 (September 25, 1987)
52 Fed. Reg. 36387 (September 28, 1987)
52 Fed. Reg. 46291 (December 4, 1987)
52 Fed. Reg. 49624 (December 31, 1987)
53 Fed. Reg. 6629 (March 2, 1988)

53 Fed. Reg. 8352 (March 14, 1988)

53 Fed. Reg. 11436 (April 6, 1988)

53 Fed. Reg. 12120 (April 12, 1988)

53 Fed. Reg. 16838 (May 11, 1988)

53 Fed. Reg. 17695 (May 18, 1988)

53 Fed. Reg. 27346 (July 20, 1988)

53 Fed. Reg. 27960 (July 26, 1988)

53 Fed. Reg. 34736 (September 8, 1988)
53 Fed. Reg. 35625 (September 14, 1988)
53 Fed. Reg. 37080 (September 23, 1988)
53 Fed. Reg. 38162 (September 29, 1988)
53 Fed. Reg. 39581 (October 7, 1988)

53 Fed. Reg. 45080 (November 8, 1988)
53 Fed. Reg. 47188 (November 22, 1988)
53 Fed. Reg. 49981 (December 13, 1988)
54 Fed. Reg. 2920 (January 19, 1989)

54 Fed. Reg. 6888 (February 15, 1989)
54 Fed. Reg. 9317 (March 6, 1989)

54 Fed. Reg. 12792 (March 28, 1989)

54 Fed. Reg. 28054 (July 5, 1989)

54 Fed. Reg. 29274 (July 11, 1989)

54 Fed. Reg. 29545 (July 13, 1989)

54 Fed. Reg. 30704 (July 21, 1989)

54 Fed. Reg. 31456 (July 28, 1989)

54 Fed. Reg. 31765 (August 1, 1989)
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54 Fed. Reg. 36687 (September 1, 1989)
54 Fed. Reg. 36767 (September 5, 1989)
54 Fed. Reg. 37531 (September 11, 1989)
54 Fed. Reg. 41364 (October 6, 1989)

54 Fed. Reg. 46610 (November 6, 1989)
54 Fed. Reg. 47513 (November 15, 1989)
54 Fed. Reg. 49971 (December 4, 1989)
54 Fed. Reg. 50372 (December 6, 1989)
54 Fed. Reg. 52024 (December 20, 1989)
55 Fed. Reg. 3146 (January 30, 1990)

55 Fed. Reg. 3300 (January 31, 1990)

55 Fed. Reg. 3723 (February 5, 1990)

55 Fed. Reg. 4998 (February 13, 1990)
55 Fed. Reg. 7967 (March 6, 1990)

55 Fed. Reg. 12110 (March 30, 1990)

55 Fed. Reg. 12819 (April 6, 1990)

55 Fed. Reg. 13696 (April 11, 1990)

55 Fed. Reg. 14073 (April 13, 1990)

55 Fed. Reg. 19259 (May 9, 1990)

55 Fed. Reg. 25094 (June 10, 1990)

55 Fed. Reg. 26431 (June 28, 1990)

55 Fed. Reg. 32014 (August 6, 1990)

55 Fed. Reg. 38677 (September 20, 1990)
55 Fed. Reg. 46053 (November 1, 1990)
55 Fed. Reg. 46949 (November 8, 1990)
55 Fed. Reg. 50686 (December 10, 1990)
56 Fed. Reg. 15832 (April 18, 1991)

56 Fed. Reg. 24686 (May 31, 1991)

56 Fed. Reg. 43700 (September 4, 1991)
56 Fed. Reg. 64175 (December 6, 1991)
57 Fed. Reg. 6403 (February 24, 1992)
57 Fed. Reg. 7847 (March 4, 1992)

57 Fed. Reg. 7878 (March 5, 1992)

57 Fed. Reg. 22307 (May 27, 1992)

57 Fed. Reg. 24330 (June 8, 1992)

57 Fed. Reg. 24701 (June 10, 1992)

57 Fed. Reg. 27160 (June 18, 1992)

57 Fed. Reg. 29204 (July 1, 1992)

57 Fed. Reg. 29206 (July 1, 1992)

57 Fed. Reg. 35666 (August 10, 1992)
57 Fed. Reg. 42388 (September 14, 1992)
58 Fed. Reg. 4549 (January 14, 1993)

58 Fed. Reg. 15089 (March 19, 1993)

58 Fed. Reg. 16496 (March 29, 1993)

58 Fed. Reg. 21778 (April 23, 1993)

58 Fed. Reg. 34845 (June 29, 1993)

58 Fed. Reg. 35308 (June 30, 1993)

58 Fed. Reg. 35340 (June 30, 1993)

58 Fed. Reg. 40191 (July 27, 1993)

59 Fed. Reg. 4435 (January 31, 1994)

59 Fed. Reg. 6169 (February 9, 1994)

59 Fed. Reg. 16360 (April 6, 1994)
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59 Fed. Reg. 26115 (May 19, 1994)

59 Fed. Reg. 33661 (June 30, 1994)

59 Fed. Reg. 33910 (July 1, 1994)

59 Fed. Reg. 36699 (July 19, 1994)

59 Fed. Reg. 40729 (August 9, 1994)

59 Fed. Reg. 41057 (August 10, 1994)
59 Fed. Reg. 43270 (August 22, 1994)
59 Fed. Reg. 51741 (October 12, 1994)
59 Fed. Reg. 65948 (December 22, 1994)
60 Fed. Reg. 9624 (February 21, 1995)
60 Fed. Reg. 11194 (March 1, 1995)

60 Fed. Reg. 33344 (June 28, 1995)

60 Fed. Reg. 33984 (June 29, 1995)

60 Fed. Reg. 47035 (September 8, 1995)
60 Fed. Reg. 52859 (October 11, 1995)
61 Fed. Reg. 5508 (February 13, 1996)
61 Fed. Reg. 9230 (March 7, 1996)

61 Fed. Reg. 9583 (March 8, 1996)

61 Fed. Reg. 19548 (May 2, 1996)

61 Fed. Reg. 21228 (May 9, 1996)

61 Fed. Reg. 31430 (June 20, 1996)

61 Fed. Reg. 43456 (August 23, 1996)
61 Fed. Reg. 56831 (November 4, 1996)
62 Fed. Reg. 1600 (January 10, 1997)

62 Fed. Reg. 29668 (June 2, 1997)

62 Fed. Reg. 40195 (July 25, 1997)

62 Fed. Reg. 42018 (August 4, 1997)

62 Fed. Reg. 42666 (August 8, 1997)

62 Fed. Reg. 43581 (August 14, 1997)
62 Fed. Reg. 48175 (September 15, 1997)
62 Fed. Reg. 54383 (October 20, 1997)
62 Fed. Reg. 65203 (December 11, 1997)
62 Fed. Reg. 66276 (December 18, 1997)
63 Fed. Reg. 1269 (January 8, 1998)

63 Fed. Reg. 13339 (March 19, 1998)

63 Fed. Reg. 17093 (April 8, 1998)

63 Fed. Reg. 20098 (April 23, 1998)

63 Fed. Reg. 33467 (June 18, 1998)

63 Fed. Reg. 50729 (September 22, 1998)
63 Fed. Reg. 66038 (December 1, 1998)
63 Fed. Reg. 66270 (December 1, 1998)
64 Fed. Reg. 13700 (March 22, 1999)

64 Fed. Reg. 13908 (March 23, 1999)

64 Fed. Reg. 22552 (April 27, 1999)

65 Fed. Reg. 76567 (December 7, 2000)
66 Fed. Reg. 5324 (January 18, 2001)

66 Fed. Reg. 18191 (April 6, 2001)

67 Fed. Reg. 67961 (November 7, 2002)
68 Fed. Reg. 75780 (December 31, 2003)
69 Fed. Reg. 7363 (February 17, 2004)
69 Fed. Reg. 31881 (June 8, 2004)

69 Fed. Reg. 46993 (August 4, 2004)
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70 Fed. Reg. 53929 (September 13, 2005)
70 Fed. Reg. 1140 (January 5, 2005)

71 Fed. Reg. 10373 (February 28, 2006)
71 Fed. Reg. 36008 (June 23, 2006)

71 Fed. Reg. 63242 (October 30, 2006)
72 Fed. Reg. 7190 (February 14, 2007)
72 Fed. Reg. 64428 (November 15, 2007)
72 Fed. Reg. 71068 (December 14, 2007)
73 Fed. Reg. 75583 (December 12, 2008)
68 Fed. Reg. 32638 (June 2, 2003)

74 Fed. Reg. 46355 (September 9, 2009)
74 Fed. Reg. 40447 (August 11, 2009)

75 Fed. Reg. 12685 (March 17, 2010)

76 Fed. Reg. 33606 (June 8, 2011)

76 Fed. Reg. 75786 (December 5, 2011)
77 Fed. Reg. 17764 (March 26, 2012)

76 Fed. Reg. 80738 (December 27, 2011)
77 Fed. Reg. 37598 (June 22, 2012)

77 Fed. Reg. 46949 (August 7, 2012)

78 Fed. Reg. 9313 (February 8, 2013)

78 Fed. Reg. 69549 (November 20, 2013)
79 Fed. Reg. 20629 (April 11, 2014)
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[ARC 7699B, IAB 4/8/09, effective 5/13/09; ARC 8088B, IAB 9/9/09, effective 10/14/09; ARC 8395B, IAB 12/16/09, effective
1/20/10; ARC 8522B, IAB 2/10/10, effective 3/17/10; ARC 8997B, IAB 8/11/10, effective 9/15/10; ARC 9755B, IAB 9/21/11,

effective 10/26/11; ARC 0173C, IAB 6/13/12, effective 7/18/12; ARC 0282C, IAB 8/22/12, effective 9/26/12; ARC 0726C, IAB
5/1/13, effective 6/5/13; ARC 0898C, IAB 8/7/13, effective 9/11/13; ARC 1509C, 1AB 6/25/14, effective 7/30/14; ARC 1531C,

IAB 7/9/14, effective 8/13/14]

These rules are intended to implement lowa Code section 88.5.

[Filed 7/13/72; amended 8/29/72, 12/1/72, 8/16/73, 10/11/73, 3/18/74, 6/12/74, 12/3/74, 3/13/75]

[Filed 2/20/76, Notice 12/29/75—published 3/8/76, effective 4/15/76]
[Filed 6/21/76, Notice 5/17/76—published 7/12/76, effective 8/20/76]
[Filed 4/13/77, Notice 3/9/77—published 5/4/77, effective 6/9/77]
[Filed emergency 10/13/77—published 11/2/77, effective 10/13/77]
[Filed 11/3/78, Notice 9/20/78—published 11/29/78, effective 1/10/79]
[Filed emergency 2/2/79—published 2/21/79, effective 2/2/79]
[Filed 8/1/80, Notice 6/25/80—published 8/20/80, effective 9/25/80]
[Filed emergency 6/15/81—published 7/8/81, effective 6/15/81]
[Filed 8/12/81, Notice 7/8/81—published 9/2/81, eftective 10/9/81]
[Filed 4/22/83, Notice 3/16/83—published 5/11/83, effective 6/15/83]
[Filed 5/20/83, Notice 4/13/83—published 6/8/83, effective 7/15/83]
[Filed emergency after Notice 7/1/83, Notice 3/16/83—published 7/20/83, effective 7/1/83]
[Filed 7/12/84, Notice 3/14/84—published 8/1/84, effective 9/5/84]
[Filed emergency 5/8/85—published 6/5/85, effective 5/8/85]
[Filed 9/5/85, Notice 5/8/85—published 9/25/85, effective 10/30/85]
[Filed 12/30/85, Notice 10/23/85—published 1/15/86, effective 2/19/86]
[Filed 3/21/86, Notice 12/18/85—published 4/9/86, effective 5/25/86]
[Filed emergency 6/27/86—published 7/16/86, effective 7/21/86]
[Filed 6/27/86, Notice 3/26/86—published 7/16/86, effective 8/20/86]
[Filed emergency 9/5/86—published 9/24/86, effective 9/24/86]
[Filed emergency 10/1/86—published 10/22/86, effective 10/1/86]
[Filed 10/1/86, Notice 7/16/86—published 10/22/86, effective 11/26/86]
[Filed emergency 4/17/87—published 5/6/87, effective 4/17/87]
[Filed 4/17/87, Notice 9/24/86—published 5/6/87, effective 6/10/87]
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[Filed emergency 5/1/87—published 5/20/87, effective 5/1/87]
[Filed emergency 5/14/87—published 6/3/87, effective 5/14/87]
[Filed 5/12/87, Notice 10/22/86—published 6/3/87, effective 7/8/87]
[Filed emergency 6/15/87—published 7/1/87, effective 6/15/87]
[Filed 8/6/87, Notice 5/6/87—published 8/26/87, effective 9/30/87]
[Filed 8/6/87, Notice 5/20/87—published 8/26/87, effective 9/30/87]
[Filed 8/6/87, Notice 6/3/87—published 8/26/87, effective 9/30/87]
[Filed 8/6/87, Notice 7/1/87—published 8/26/87, eftective 9/30/87]
[Filed 4/25/88, Notice 12/16/87—published 5/18/88, effective 6/22/88]
[Filed 7/8/88, Notice 5/18/88—published 7/27/88, effective 9/1/88]
[Filed 8/30/88, Notice 6/15/88—published 9/21/88, effective 11/1/88]
[Filed 3/17/89, Notices 9/21/88, 10/5/88, 10/19/88—published 4/5/89, effective 5/10/89]
[Filed 5/25/89, Notice 4/5/89—published 6/14/89, effective 7/20/89]
[Filed 8/18/89, Notice 6/14/89—published 9/6/89, effective 10/11/89]
[Filed 10/26/89, Notice 9/6/89—published 11/15/89, effective 12/20/89]
[Filed 1/19/90, Notice 11/15/89—published 2/7/90, effective 3/14/90]
[Filed 3/16/90, Notice 2/7/90—published 4/4/90, effective 5/9/90]
[Filed 6/8/90, Notice 4/4/90—published 6/27/90, effective 8/1/90]
[Filed 11/9/90, Notice 6/27/90—published 11/28/90, effective 1/2/91]
[Filed 2/15/91, Notice 11/28/90—published 3/6/91, effective 4/10/91]
[Filed 4/23/91, Notice 3/6/91—published 5/15/91, effective 6/19/91]
[Filed 6/28/91, Notice 5/15/91—published 7/24/91, effective 8/28/91]
[Filed 9/27/91, Notice 7/24/91—published 10/16/91, eftective 11/20/91]
[Filed 12/20/91, Notice 10/30/91—published 1/8/92, effective 2/12/92]

[Filed emergency 2/12/92 after Notice 1/8/92—published 3/4/92, effective 3/4/92]
[Filed emergency 5/6/92 after Notice 4/1/92—published 5/27/92, effective 5/27/92]
[Filed emergency 7/17/92—published 8/5/92, effective 8/5/92]

[Filed emergency 7/29/92 after Notice 6/24/92—published 8/19/92, effective 8/19/92]
[Filed emergency 8/14/92 after Notice 7/8/92—published 9/2/92, effective 9/2/92]
[Filed emergency 9/11/92 after Notice 8/5/92—published 9/30/92, effective 9/30/92]
[Filed emergency 10/7/92 after Notice 9/2/92—published 10/28/92, eftective 10/28/92]
[Filed emergency 12/4/92 after Notice 10/28/92—published 12/23/92, effective 12/23/92]
[Filed emergency 3/22/93 after Notice 2/17/93—published 4/14/93, effective 4/14/93]
[Filed emergency 6/4/93 after Notice 4/28/93—published 6/23/93, effective 6/23/93]
[Filed emergency 7/29/93 after Notice 5/26/93—published 8/18/93, effective 8/18/93]
[Filed emergency 9/22/93 after Notice 8/18/93—published 10/13/93, effective 10/13/93]
[Filed emergency 10/7/93 after Notice 9/1/93—published 10/27/93, effective 10/27/93]
[Filed emergency 4/21/94 after Notice 3/16/94—published 5/11/94, effective 5/11/94]
[Filed emergency 6/15/94 after Notice 5/11/94—published 7/6/94, effective 7/6/94]
[Filed emergency 8/26/94 after Notice 7/20/94—published 9/14/94, effective 9/14/94]
[Filed emergency 9/9/94 after Notice 8/3/94—published 9/28/94, effective 9/28/94]
[Filed emergency 9/23/94 after Notice 8/17/94—published 10/12/94, effective 10/12/94]
[Filed emergency 10/21/94 after Notice 9/14/94—published 11/9/94, effective 11/9/94]
[Filed emergency 11/2/94 after Notice 9/28/94—published 11/23/94, effective 11/23/94]
[Filed emergency 1/4/95 after Notice 11/9/94—published 2/1/95, effective 2/1/95]
[Filed emergency 4/21/95 after Notice 3/15/95—published 5/10/95, effective 5/10/95]
[Filed emergency 7/14/95 after Notice 5/10/95—published 8/2/95, effective 8/2/95]
[Filed emergency 9/22/95 after Notice 8/16/95—published 10/11/95, effective 10/11/95]
[Filed emergency 12/1/95 after Notice 10/11/95—published 12/20/95, effective 12/20/95]
[Filed emergency 1/26/96 after Notice 12/20/95—published 2/14/96, effective 2/14/96]
[Filed emergency 7/12/96 after Notice 5/22/96—published 7/31/96, effective 7/31/96]
[Filed emergency 10/3/96 after Notice 7/31/96—published 10/23/96, effective 10/23/96]
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[Filed emergency 11/27/96 after Notice 10/23/96—published 12/18/96, effective 12/18/96]
[Filed emergency 2/7/97 after Notice 12/18/96—published 2/26/97, effective 2/26/97]
[Filed emergency 4/4/97 after Notice 2/26/97—published 4/23/97, effective 4/23/97]
[Filed emergency 12/11/97 after Notice 10/22/97—published 12/31/97, effective 12/31/97]
[Filed emergency 3/19/98 after Notice 2/11/98—published 4/8/98, effective 4/8/98]
[Filed emergency 9/4/98 after Notice 7/29/98—published 9/23/98, effective 9/23/98]
[Filed emergency 10/30/98 after Notice 9/23/98—published 11/18/98, effective 11/18/98]
[Filed emergency 1/8/99 after Notice 11/18/98—published 1/27/99, effective 1/27/99]
[Filed emergency 3/5/99 after Notice 1/27/99—published 3/24/99, effective 3/24/99]
[Filed emergency 1/5/00 after Notice 8/25/99—published 1/26/00, effective 1/26/00]
[Filed 7/20/01, Notice 6/13/01—published 8/8/01, effective 9/12/01]
[Filed 11/20/01, Notice 6/13/01—published 12/12/01, effective 1/16/02]
[Filed 3/14/03, Notice 2/5/03—published 4/2/03, effective 5/7/03]
[Filed emergency 7/16/04 after Notice 6/9/04—published 8/4/04, effective 8/4/04]
[Filed 10/28/04, Notice 7/21/04—published 11/24/04, effective 12/29/04]
[Filed 2/10/06, Notice 12/21/05—published 3/1/06, eftective 4/5/06]
[Filed 3/29/06, Notice 1/18/06—published 3/29/06, effective 5/3/06]
[Filed 6/14/06, Notice 5/10/06—published 7/5/06, effective 8/9/06]
[Filed emergency 7/28/06—published 8/16/06, effective 8/28/06]
[Filed 1/10/07, Notice 12/6/06—published 1/31/07, effective 3/7/07]
[Filed 5/16/07, Notice 4/11/07—published 6/6/07, effective 8/13/07]
[Filed 2/8/08, Notice 1/2/08—published 2/27/08, effective 5/15/08]
[Filed 6/24/08, Notice 5/7/08—published 7/16/08, effective 8/20/08]

[Filed ARC 7699B (Notice ARC 7541B, IAB 2/11/09), IAB 4/8/09, effective 5/13/09]
[Filed ARC 8088B (Notice ARC 7927B, IAB 7/1/09), IAB 9/9/09, effective 10/14/09]
[Filed ARC 8395B (Notice ARC 8241B, IAB 10/21/09), IAB 12/16/09, eftective 1/20/10]
[Filed ARC 8522B (Notice ARC 8378B, IAB 12/16/09), IAB 2/10/10, effective 3/17/10]
[Filed ARC 8997B (Notice ARC 8862B, IAB 6/16/10), IAB 8/11/10, effective 9/15/10]
[Filed ARC 9755B (Notice ARC 9640B, IAB 7/27/11), IAB 9/21/11, effective 10/26/11]
[Filed ARC 0173C (Notice ARC 0105C, TAB 4/18/12), IAB 6/13/12, effective 7/18/12]
[Filed ARC 0282C (Notice ARC 0175C, IAB 6/27/12), IAB 8/22/12, effective 9/26/12]
[Filed ARC 0726C (Notice ARC 0587C, IAB 2/6/13), IAB 5/1/13, eftective 6/5/13]
[Filed ARC 0898C (Notice ARC 0752C, IAB 5/29/13), IAB 8/7/13, effective 9/11/13]
[Filed ARC 1509C (Notice ARC 1440C, 1AB 4/30/14), IAB 6/25/14, eftective 7/30/14]
[Filed ARC 1531C (Notice ARC 1461C, IAB 5/14/14), IAB 7/9/14, effective 8/13/14]
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CHAPTER 26

CONSTRUCTION SAFETY AND HEALTH RULES
[Prior to 9/24/86, Labor, Bureau of [530]]
[Prior to 10/7/98, see 347—Ch 26]

875—26.1(88) Adoption by reference. Federal Safety and Health Regulations for Construction
beginning at 29 CFR 1926.16 and continuing through 29 CFR, Chapter XVII, Part 1926, are hereby
adopted by reference for implementation of lowa Code chapter 88. These federal rules shall apply
and be interpreted to apply to the lowa Occupational Safety and Health Act, lowa Code chapter 88,
not the Contract Work Hours and Safety Standards Act, and shall apply and be interpreted to apply
to enforcement by the lowa commissioner of labor, not the United States Secretary of Labor or the
Federal Occupational Safety and Health Administration. The amendments to 29 CFR 1926 are adopted
as published at:

38 Fed. Reg. 16856 (June 27, 1973)

38 Fed. Reg. 27594 (October 5, 1973)

38 Fed. Reg. 33397 (December 4, 1973)

39 Fed. Reg. 19470 (June 3, 1974)

39 Fed. Reg. 24361 (July 2, 1974)

40 Fed. Reg. 23072 (May 28, 1975)

41 Fed. Reg. 55703 (December 21, 1976)

42 Fed. Reg. 2956 (January 14, 1977)

42 Fed. Reg. 37668 (July 22, 1977)

43 Fed. Reg. 56894 (December 5, 1978)

45 Fed. Reg. 75626 (November 14, 1980)

51 Fed. Reg. 22733 (June 20, 1986)

51 Fed. Reg. 25318 (July 11, 1986)

52 Fed. Reg. 17753 (May 12, 1987)

52 Fed. Reg. 36381 (September 28, 1987)

52 Fed. Reg. 46291 (December 4, 1987)

53 Fed. Reg. 22643 (June 16, 1988)

53 Fed. Reg. 27346 (July 20, 1988)

53 Fed. Reg. 29139 (August 2, 1988)

53 Fed. Reg. 35627 (September 14, 1988)

53 Fed. Reg. 35953 (September 15, 1988)

53 Fed. Reg. 36009 (September 16, 1988)

53 Fed. Reg. 37080 (September 23, 1988)

54 Fed. Reg. 15405 (April 18, 1989)

54 Fed. Reg. 23850 (June 2, 1989)

54 Fed. Reg. 30705 (July 21, 1989)

54 Fed. Reg. 41088 (October 5, 1989)

54 Fed. Reg. 45894 (October 31, 1989)

54 Fed. Reg. 49279 (November 30, 1989)

54 Fed. Reg. 52024 (December 20, 1989)

54 Fed. Reg. 53055 (December 27, 1989)

55 Fed. Reg. 3732 (February 5, 1990)

55 Fed. Reg. 42328 (October 18, 1990)

55 Fed. Reg. 47687 (November 14, 1990)

55 Fed. Reg. 50687 (December 10, 1990)

56 Fed. Reg. 2585 (January 23, 1991)

56 Fed. Reg. 5061 (February 7, 1991)

56 Fed. Reg. 41794 (August 23, 1991)

56 Fed. Reg. 43700 (September 4, 1991)


https://www.legis.iowa.gov/docs/ico/chapter/88.pdf
https://www.legis.iowa.gov/docs/ico/chapter/88.pdf
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57 Fed. Reg. 7878 (March 5, 1992)

57 Fed. Reg. 24330 (June 8, 1992)

57 Fed. Reg. 29119 (June 30, 1992)

57 Fed. Reg. 35681 (August 10, 1992)
57 Fed. Reg. 42452 (September 14, 1992)
58 Fed. Reg. 21778 (April 23, 1993)

58 Fed. Reg. 26627 (May 4, 1993)

58 Fed. Reg. 35077 (June 30, 1993)

58 Fed. Reg. 35310 (June 30, 1993)

58 Fed. Reg. 40468 (July 28, 1993)

59 Fed. Reg. 215 (January 3, 1994)

59 Fed. Reg. 6170 (February 9, 1994)

59 Fed. Reg. 36699 (July 19, 1994)

59 Fed. Reg. 40729 (August 9, 1994)

59 Fed. Reg. 41131 (August 10, 1994)
59 Fed. Reg. 43275 (August 22, 1994)
59 Fed. Reg. 65948 (December 22, 1994)
60 Fed. Reg. 9625 (February 21, 1995)
60 Fed. Reg. 11194 (March 1, 1995)

60 Fed. Reg. 33345 (June 28, 1995)

60 Fed. Reg. 34001 (June 29, 1995)

60 Fed. Reg. 36044 (July 13, 1995)

60 Fed. Reg. 39255 (August 2, 1995)

60 Fed. Reg. 50412 (September 29, 1995)
61 Fed. Reg. 5509 (February 13, 1996)
61 Fed. Reg. 9248 (March 7, 1996)

61 Fed. Reg. 31431 (June 20, 1996)

61 Fed. Reg. 41738 (August 12, 1996)
61 Fed. Reg. 43458 (August 23, 1996)
61 Fed. Reg. 46104 (August 30, 1996)
61 Fed. Reg. 56856 (November 4, 1996)
61 Fed. Reg. 59831 (November 25, 1996)
62 Fed. Reg. 1619 (January 10, 1997)

63 Fed. Reg. 1295 (January 8, 1998)

63 Fed. Reg. 1919 (January 13, 1998)

63 Fed. Reg. 3814 (January 27, 1998)

63 Fed. Reg. 13340 (March 19, 1998)

63 Fed. Reg. 17094 (April 8, 1998)

63 Fed. Reg. 20099 (April 23, 1998)

63 Fed. Reg. 33468 (June 18, 1998)

63 Fed. Reg. 35138 (June 29, 1998)

63 Fed. Reg. 66274 (December 1, 1998)
64 Fed. Reg. 22552 (April 27, 1999)

66 Fed. Reg. 5265 (January 18, 2001)

66 Fed. Reg. 37137 (July 17, 2001)

67 Fed. Reg. 57736 (September 12, 2002)
69 Fed. Reg. 31881 (June 8, 2004)

70 Fed. Reg. 1143 (January 5, 2005)

71 Fed. Reg. 2885 (January 18, 2006)

70 Fed. Reg. 76985 (December 29, 2005)
71 Fed. Reg. 10381 (February 28, 2006)
71 Fed. Reg. 36008 (June 23, 2006)
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71 Fed. Reg. 76985 (August 24, 2006)
72 Fed. Reg. 64428 (November 15, 2007)
73 Fed. Reg. 75583 (December 12, 2008)
75 Fed. Reg. 12685 (March 17, 2010)

75 Fed. Reg. 27429 (May 17, 2010)

75 Fed. Reg. 48130 (August 9, 2010)

76 Fed. Reg. 33606 (June 8, 2011)

77 Fed. Reg. 17764 (March 26, 2012)

76 Fed. Reg. 80738 (December 27, 2011)
77 Fed. Reg. 23118 (April 18, 2012)

77 Fed. Reg. 37598 (June 22, 2012)

77 Fed. Reg. 42988 (July 23, 2012)

77 Fed. Reg. 46949 (August 7, 2012)

78 Fed. Reg. 23841 (April 23, 2013)

78 Fed. Reg. 32116 (May 29, 2013)

79 Fed. Reg. 20629 (April 11, 2014)

This rule is intended to implement lowa Code sections 84A.1, 84A.2, 88.2 and 88.5.
[ARC 7699B, IAB 4/8/09, effective 5/13/09; ARC 8997B, IAB 8/11/10, effective 9/15/10; ARC 9230B, IAB 11/17/10, effective
12/22/10; ARC 9755B, 1AB 9/21/11, effective 10/26/11; ARC 0173C, IAB 6/13/12, effective 7/18/12; ARC 0282C, IAB 8/22/12,
effective 9/26/12; ARC 0726C, IAB 5/1/13, effective 6/5/13; ARC 0898C, TAB 8/7/13, effective 9/11/13; ARC 1049C, TAB 10/2/13,
effective 11/6/13; ARC 1531C, 1AB 7/9/14, effective 8/13/14]

[Filed 7/13/72; amended 8/29/72, 8/16/73, 10/11/73, 3/18/74, 12/3/74]
[Filed 2/20/76, Notice 12/29/75—published 3/8/76, effective 4/15/76]
[Filed 4/13/77, Notice 3/9/77—published 5/4/77, effective 6/9/77]
[Filed 11/3/78, Notice 9/20/78—published 11/29/78, effective 1/10/79]
[Filed 8/1/80, Notice 6/25/80—published 8/20/80, effective 9/25/80]
[Filed 8/12/81, Notice 7/8/81—published 9/2/81, effective 10/9/81]
[Filed emergency 9/5/86—published 9/24/86, effective 9/24/86]
[Filed emergency 10/1/86—published 10/22/86, effective 10/1/86]
[Filed 4/17/87, Notice 9/24/86—published 5/6/87, effective 6/10/87]
[Filed 4/17/87, Notice 10/22/86—published 5/6/87, effective 6/10/87]
[Filed emergency 6/15/87—published 7/1/87, effective 6/15/87]
[Filed 8/6/87, Notice 7/1/87—published 8/26/87, effective 9/30/87]
[Filed 7/8/88, Notice 5/18/88—published 7/27/88, effective 9/1/88]

[Filed 3/17/89, Notices 9/21/88, 10/19/88—published 4/5/89, effective 5/10/89]
[Filed 8/18/89, Notices 6/14/89, 6/28/89—published 9/6/89, effective 10/11/89]
[Filed 10/26/89, Notice 9/6/89—published 11/15/89, effective 12/20/89]

[Filed 1/19/90, Notice 11/15/89—published 2/7/90, effective 3/14/90]

[Filed 3/16/90, Notice 2/7/90—published 4/4/90, effective 5/9/90]

[Filed 6/8/90, Notice 4/4/90—published 6/27/90, effective 8/1/90]

[Filed 2/15/91, Notice 11/28/90—published 3/6/91, effective 4/10/91]

[Filed 4/23/91, Notice 3/6/91—published 5/15/91, effective 6/19/91]

[Filed 12/20/91, Notice 10/30/91—published 1/8/92, effective 2/12/92]

[Filed emergency 2/12/92 after Notice 1/8/92—published 3/4/92, effective 3/4/92]
[Filed emergency 5/6/92 after Notice 4/1/92—published 5/27/92, effective 5/27/92]
[Filed emergency 7/17/92—published 8/5/92, effective 8/5/92]

[Filed emergency 8/14/92 after Notice 7/8/92—published 9/2/92, effective 9/2/92]
[Filed emergency 9/11/92 after Notice 8/5/92—published 9/30/92, effective 9/30/92]
[Filed emergency 10/7/92 after Notice 9/2/92—published 10/28/92, effective 10/28/92]
[Filed emergency 12/4/92 after Notice 10/28/92—published 12/23/92, effective 12/23/92]
[Filed emergency 7/29/93 after Notices 5/26/93, 6/9/93—published 8/18/93, effective 8/18/93]
[Filed emergency 9/22/93 after Notice 8/18/93—published 10/13/93, effective 10/13/93]
[Filed emergency 10/7/93 after Notice 9/1/93—published 10/27/93, effective 10/27/93]


https://www.legis.iowa.gov/docs/ico/section/84A.1.pdf
https://www.legis.iowa.gov/docs/ico/section/84A.2.pdf
https://www.legis.iowa.gov/docs/ico/section/88.2.pdf
https://www.legis.iowa.gov/docs/ico/section/88.5.pdf
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[Filed emergency 4/21/94 after Notice 3/16/94—published 5/11/94, effective 5/11/94]
[Filed emergency 9/23/94 after Notice 8/17/94—published 10/12/94, effective 10/12/94]
[Filed emergency 10/21/94 after Notice 9/14/94—published 11/9/94, effective 11/9/94]
[Filed emergency 11/2/94 after Notice 9/28/94—published 11/23/94, effective 11/23/94]
[Filed emergency 4/21/95 after Notice 3/15/95—published 5/10/95, effective 5/10/95]
[Filed emergency 7/14/95 after Notice 5/10/95—published 8/2/95, effective 8/2/95]
[Filed emergency 9/22/95 after Notice 8/16/95—published 10/11/95, effective 10/11/95]
[Filed emergency 12/1/95 after Notice 10/11/95—published 12/20/95, effective 12/20/95]
[Filed emergency 1/26/96 after Notice 12/20/95—published 2/14/96, effective 2/14/96]
[Filed emergency 7/12/96 after Notice 5/22/96—published 7/31/96, effective 7/31/96]
[Filed emergency 10/3/96 after Notice 7/31/96—published 10/23/96, effective 10/23/96]
[Filed emergency 11/27/96 after Notice 10/23/96—published 12/18/96, effective 12/18/96]
[Filed emergency 2/7/97 after Notice 12/18/96—published 2/26/97, effective 2/26/97]
[Filed emergency 4/4/97 after Notice 2/26/97—published 4/23/97, effective 4/23/97]
[Filed emergency 3/19/98 after Notice 2/11/98—published 4/8/98, effective 4/8/98]
[Filed emergency 7/10/98 after Notice 4/8/98—published 7/29/98, effective 7/29/98]
[Filed emergency 9/4/98 after Notice 7/29/98—published 9/23/98, effective 9/23/98]
[Filed emergency 10/30/98 after Notice 9/23/98—published 11/18/98, effective 11/18/98]
[Filed emergency 3/5/99 after Notice 1/27/99—published 3/24/99, effective 3/24/99]
[Filed emergency 1/5/00 after Notice 8/25/99—published 1/26/00, effective 1/26/00]
[Filed 11/20/01, Notice 6/13/01—published 12/12/01, effective 1/16/02]
[Filed 11/21/01, Notice 10/17/01—published 12/12/01, effective 1/16/02]
[Filed 1/17/03, Notice 12/11/02—published 2/5/03, effective 3/12/03]
[Filed 10/28/04, Notice 7/21/04—published 11/24/04, effective 12/29/04]
[Filed 3/9/06, Notice 1/18/06—published 3/29/06, effective 5/3/06]
[Filed 4/18/06, Notice 3/1/06—published 5/10/06, effective 6/14/06]
[Filed 6/14/06, Notice 5/10/06—published 7/5/06, effective 8/9/06]
[Filed emergency 7/28/06—published 8/16/06, effective 8/28/06]
[Filed 1/10/07, Notice 12/6/06—published 1/31/07, effective 3/7/07]
[Filed 2/8/08, Notice 1/2/08—published 2/27/08, effective 5/15/08]

[Filed ARC 7699B (Notice ARC 7541B, IAB 2/11/09), IAB 4/8/09, effective 5/13/09]
[Filed ARC 8997B (Notice ARC 8862B, IAB 6/16/10), IAB 8/11/10, effective 9/15/10]
[Filed ARC 9230B (Notice ARC 9090B, IAB 9/22/10), IAB 11/17/10, eftective 12/22/10]
[Filed ARC 9755B (Notice ARC 9640B, IAB 7/27/11), IAB 9/21/11, effective 10/26/11]
[Filed ARC 0173C (Notice ARC 0105C, IAB 4/18/12), IAB 6/13/12, effective 7/18/12]
[Filed ARC 0282C (Notice ARC 0175C, IAB 6/27/12), IAB 8/22/12, effective 9/26/12]
[Filed ARC 0726C (Notice ARC 0587C, IAB 2/6/13), IAB 5/1/13, eftective 6/5/13]
[Filed ARC 0898C (Notice ARC 0752C, IAB 5/29/13), IAB 8/7/13, effective 9/11/13]
[Filed ARC 1049C (Notice ARC 0905C, IAB 8/7/13), IAB 10/2/13, effective 11/6/13]
[Filed ARC 1531C (Notice ARC 1461C, IAB 5/14/14), IAB 7/9/14, effective 8/13/14]
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CHAPTER 8
SUBSTANTIVE AND INTERPRETIVE RULES

[Prior to 9/24/86 see Industrial Commissioner[500]]
[Prior to 1/29/97 see Industrial Services Division[343]]
[Prior to 7/29/98 see Industrial Services Division[873]Ch 8]

876—8.1(85) Transportation expense. Transportation expense as provided in Iowa Code sections
85.27 and 85.39 shall include but not be limited to the following:

1. The cost of public transportation if tendered by the employer or insurance carrier.

2. All mileage incident to the use of a private auto. The per-mile rate for use of a private auto
from August 1, 2005, through June 30, 2006, shall be 40.5 cents. For annual periods beginning July 1,
2006, and thereafter, the per-mile rate shall be the rate allowed by the Internal Revenue Service for the
business standard mileage rate in effect on July 1 of each year.

3. Meals and lodging if reasonably incident to the examination.

4. Taxi fares or other forms of local transportation if incident to the use of public transportation.

5. Ambulance service or other special means of transportation if deemed necessary by competent
medical evidence or by agreement of the parties.

Transportation expense in the form of reimbursement for mileage which is incurred in the course
of treatment or an examination, except under lowa Code section 85.39, shall be payable at such time
as 50 miles or more have accumulated or upon completion of medical care, whichever occurs first.
Reimbursement for mileage incurred under lowa Code section 85.39 shall be paid within a reasonable
time after the examination.

The workers’ compensation commissioner or a deputy commissioner may order transportation
expense to be paid in advance of an examination or treatment. The parties may agree to the advance
payment of transportation expense.

This rule is intended to implement lowa Code sections 85.27 and 85.39.

876—8.2(85) Overtime. The word “overtime” as used in lowa Code section 85.61 means amounts due in
excess of the straight time rate for overtime hours worked. Such excess amounts shall not be considered
in determining gross weekly wages within Iowa Code section 85.36. Overtime hours at the straight time
rate are included in determining gross weekly earnings.

This rule is intended to implement lowa Code sections 85.36 and 85.61.

876—8.3 Rescinded, effective July 1, 1982.

876—8.4(85) Salary in lieu of compensation. The excess payment made by an employer in lieu of
compensation which exceeds the applicable weekly compensation rate shall not be construed as advance
payment with respect to either future temporary disability, healing period, permanent partial disability,
permanent total disability or death.

This rule is intended to implement lowa Code sections 85.31, 85.34, 85.36, 85.37 and 85.61.

876—8.5(85) Appliances. Appliances are defined as hearing aids, corrective lenses, orthodontic
devices, dentures, orthopedic braces, or any other artificial device used to provide function or for
therapeutic purposes.

Appliances which are for the correction of a condition resulting from an injury or appliances which
are damaged or made unusable as a result of an injury or avoidance of an injury are compensable under
Iowa Code section 85.27.

876—8.6(85,85A) Calendar days—decimal equivalent. Weekly compensation benefits payable
under Iowa Code chapters 85 and 85A are based upon a seven-day calendar week. Each day of weekly
compensation benefits due may be paid by multiplying the employee’s weekly compensation benefit
rate by the decimal equivalents of the number of days as follows:


https://www.legis.iowa.gov/docs/ico/section/85.27.pdf
https://www.legis.iowa.gov/docs/ico/section/85.39.pdf
https://www.legis.iowa.gov/docs/ico/section/85.39.pdf
https://www.legis.iowa.gov/docs/ico/section/85.39.pdf
https://www.legis.iowa.gov/docs/ico/section/85.27.pdf
https://www.legis.iowa.gov/docs/ico/section/85.39.pdf
https://www.legis.iowa.gov/docs/ico/section/85.61.pdf
https://www.legis.iowa.gov/docs/ico/section/85.36.pdf
https://www.legis.iowa.gov/docs/ico/section/85.36.pdf
https://www.legis.iowa.gov/docs/ico/section/85.61.pdf
https://www.legis.iowa.gov/docs/ico/section/85.31.pdf
https://www.legis.iowa.gov/docs/ico/section/85.34.pdf
https://www.legis.iowa.gov/docs/ico/section/85.36.pdf
https://www.legis.iowa.gov/docs/ico/section/85.37.pdf
https://www.legis.iowa.gov/docs/ico/section/85.61.pdf
https://www.legis.iowa.gov/docs/ico/section/85.27.pdf
https://www.legis.iowa.gov/docs/ico/chapter/85.pdf
https://www.legis.iowa.gov/docs/ico/chapter/85A.pdf
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lday = .143 * weekly rate
2 days = .286 * weekly rate
3days = .429 * weekly rate
4 days = 571 * weekly rate
Sdays = .714 * weekly rate
6days = .857 * weekly rate

This rule is intended to implement lowa Code sections 85.31, 85.33 and 85.34.

876—8.7(86) Short paper. All filings before the workers’ compensation commissioner shall be on white
paper measuring 8" inches by 11 inches.
This rule is intended to implement lowa Code section 86.18.

876—8.8(85,17A) Payroll tax tables. Tables for determining payroll taxes to be used for the period July
1, 2014, through June 30, 2015, are the tables in effect on July 1, 2014, for computation of:

1.  Federal income tax withholding according to the percentage method of withholding for weekly
payroll period. (Internal Revenue Service, Employer’s Supplemental Tax Guide, Publication 15-A
[2014].)

2. lowa Withholding Tax Guide. (Iowa Department of Revenue lowa Withholding Tax Rate
Tables [Effective April 1, 2006].)

3. Social Security and Medicare withholding (FICA) at the rate of 7.65 percent. (Internal Revenue
Service, Circular E, Employer’s Tax Guide, Publication 15 [2014].)

This rule is intended to implement Iowa Code section 85.61(6).
[ARC 7947B, 1AB 7/15/09, effective 7/1/09; ARC 8943B, 1AB 7/28/10, effective 7/1/10; ARC 9586B, 1AB 6/29/11, effective 7/1/11;
ARC 0222C, 1AB 7/25/12, effective 7/1/12; ARC 0835C, IAB 7/10/13, effective 6/30/13; ARC 1517C, IAB 7/9/14, effective 7/1/14]

876—8.9(85,86) Exchange of records. Whether or not a contested case has been commenced, upon the
written request of an employee or the representative of an employee who has alleged an injury arising
out of and in the course of employment, an employer or insurance carrier shall provide the claimant a
copy of all records and reports in its possession generated by a medical provider.

Whether or not a contested case has been commenced, upon the written request of the employer or
insurance carrier against which an employee has alleged an injury arising out of and in the course of
employment, the employee shall provide the employer or insurance carrier with a patient’s waiver. See
rules 876—3.1(17A) and 876—4.6(85,86,17A) for the waiver form used in contested cases. Claimant
shall cooperate with the employer and insurance carrier to provide patients’ waivers in other forms and
to update patients’ waivers where requested by a medical practitioner or institution.

A medical provider or its agent shall furnish an employer or insurance carrier copies of the initial
as well as final clinical assessment without cost when the assessments are requested as supporting
documentation to determine liability or for payment of a medical provider’s bill for medical services.
When requested, a medical provider or its agent shall furnish a legible duplicate of additional records
or reports. Except as otherwise provided in this rule, the amount to be paid for furnishing duplicates of
records or reports shall be the actual expense to prepare duplicates not to exceed: $20 for 1 to 20 pages;
$20 plus $1 per page for 21 to 30 pages; $30 plus $.50 per page for 31 to 100 pages; $65 plus $.25 per
page for 101 to 200 pages; $90 plus $.10 per page for more than 200 pages, and the actual expense of
postage. No other expenses shall be allowed.

EXAMPLE 1. For 7 pages of records the amount to be paid for furnishing duplicates shall not exceed
$20.

EXAMPLE 2. For 28 pages of records the amount to be paid for furnishing duplicates shall not exceed
$28 (320 plus (8 times $1)).

EXAMPLE 3. For 41 pages of records the amount to be paid for furnishing duplicates shall not exceed
$35.50 (830 plus (11 times $.50)).
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EXAMPLE 4. For 127 pages of records the amount to be paid for furnishing duplicates shall not
exceed $71.75 ($65 plus (27 times $.25)).

EXAMPLE 5. For 210 pages of records the amount to be paid for furnishing duplicates shall not
exceed $91 ($90 plus (10 times $.10)).

This rule is intended to implement lowa Code sections 85.27, 85.31, 85.33 to 85.37, 85.39, 85.61,
86.8, 86.10, 86.18 and 86.39.

876—8.10(85B) Apportionment of age-related loss for occupational hearing loss claims.

8.10(1) Effective date. This rule is effective for claims for occupational hearing loss filed on or after
July 1, 1998.

8.10(2) Purpose. The purposes of this rule are to adopt tables and the method for calculating
age-related hearing loss and to adopt a worksheet for apportionment of age-related hearing loss for
occupational hearing loss claims.

8.10(3) Table. In 1972 the National Institute for Occupational Safety and Health (NIOSH)
published the Criteria for a Recommended Standard: Occupational Exposure to Noise (NIOSH
Publication No.73-11001). Table B-1, page 1-16, provides the Age Corrections Values to be Used for
Age Correction of Initial Baseline Audiograms for Males and Table B-2, page 1-17, provides the Age
Corrections Values to be Used for Age Correction of Initial Baseline Audiograms for Females. These
NIOSH tables are used to calculate the correction value for age for males and females for 500, 1000,
2000 and 3000 hertz.

For example, the age correction for a male 21 years of age is 10 decibels at 500 hertz, 5 decibels at
1000 hertz, 3 decibels at 2000 hertz and 4 decibels at 3000 hertz. The correction for age is 5.50 decibels
(the sum of 10+5+3+4 divided by 4).

The following table is to be used to determine an employee’s age-related change in hearing level
during the period of employment. To determine the age-related change in hearing level in decibels during
the period of employment, subtract the value shown in the table for the employee’s age at the beginning
of employment from the value shown in the table for the employee’s age on the date of injury.

NOTE: This table should not be used to compute standard threshold shift as required by rules of the
Occupational Safety and Health Administration or lowa occupational safety and health administration.

Age in Years Correction in dB
Males Females
20 or younger 5.50 7.25
21 5.50 7.75
22 5.50 7.75
23 5.50 8.00
24 5.75 8.00
25 6.00 8.25
26 6.25 8.50
27 6.50 8.75
28 6.75 8.75
29 6.75 8.75
30 6.75 9.00
31 7.25 9.25
32 7.50 9.50
33 7.50 9.75
34 7.75 9.75
35 8.00 10.00
36 8.25 10.25

37 8.75 10.25
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Age in Years Correction in dB

Males Females

38 8.75 10.50
39 9.00 11.00
40 9.00 11.00
41 9.25 11.25
42 10.00 11.50
43 10.25 11.75
44 10.25 12.00
45 10.50 12.25
46 10.75 12.50
47 11.00 12.50
48 11.50 13.00
49 12.00 13.25
50 12.25 13.50
51 12.25 13.75
52 12.75 13.75
53 13.25 14.25
54 13.50 14.50
55 14.00 15.00
56 14.25 15.00
57 14.50 15.25
58 15.25 15.75
59 15.50 16.00
60 or older 16.00 16.25

8.10(4) Apportionment. The apportionment of age-related hearing loss shall be made by reducing
the total binaural percentage hearing loss as calculated pursuant to lowa Code section 85B.9(3) by the
same percentage as the decibels of age-related change in hearing level occurring during the period of
employment bears to the total decibel hearing level in each ear.

Age-related hearing loss is apportioned using the results of the audiogram determined to be the proper
audiogram for measurement of the employee’s hearing loss on the date of injury by using the following
steps:

1. Separately for each ear, compute the average of the employee’s decibel hearing levels at 500,
1000, 2000, and 3000 hertz for that ear.

2. Separately for each ear, compute the percentage loss for each ear.

3. Compute the employee’s age-related change in hearing level in decibels during the period of
employment using the table in subrule 8.10(3).

4. Separately for each ear, divide the result of step 3 by the result of step 1 to compute the
age-correction factor for that ear.

5. Separately for each ear, multiply the total percentage hearing loss in that ear calculated pursuant
to Iowa Code section 85B.9 by the age-correction factor for that ear.

6. Separately for each ear, subtract the result obtained in step 5 from the total percentage hearing
loss in that ear to obtain the age-corrected hearing loss for that ear.

7. Multiply the age-corrected hearing loss in the better ear as calculated in step 6 by 5 and add the
percentage hearing loss in the worse ear.

8.  Divide the result obtained in step 7 by 6 to obtain the age-corrected binaural percentage hearing
loss.
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8.10(5) Worksheet. The following worksheet is used to calculate the percentage of age-corrected
binaural hearing loss.

APPORTIONMENT OF PERCENT HEARING LOSS FOR AGE

Left Ear Frequency Right Ear
Hearing Level in Hertz Hearing Level
1. 500
2. 1000
3. 2000
4. 3000
5. total of lines 1 through 4
divide by 4 (divide the “total” by 4) divide by 4
6. equals average equals
minus 25 subtract “low fence” minus 25
7. equals “Excess”
multiply by 1.5 multiply multiply by 1.5
% factor
8 equals % loss each ear -
(% loss left ear) (% loss right ear)

9. Age on date of injury

10. Age at beginning of employment

11. correction for age on date of
injury in dB from table

minus

12. correction for age at beginning of
employment in dB from table

equals

13. age-related change in hearing
level during employment in dB

LEFT EAR RIGHT EAR

Divide age-related change in hearing level from line 13 by
average hearing level from line 6

To obtain
14. age correction factor

multiply % loss from line 8 by
age-correction factor from line 14

To obtain

15. deduction for
age-correction

subtract line 15 from line 8
To obtain

16. age-corrected percent
hearing loss

BINAURAL PERCENTAGE LOSS

17. % loss better ear (smaller amount)
from line 16, multiplied by 5

plus
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18. % loss worse ear (larger amount)
from line 16

19. equals
divided

by 6
equals

20. % age-corrected binaural hearing loss

This rule is intended to implement lowa Code sections 85B.9A and 86.8.
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